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ABSTRACT 

Compiled in this volume are summaries of the 
knowledge base o*i prevention of alcohol and other drug use and mental 
disorders in children and adolescents. The papers address risk 
factors, preventive interventions, conceptual and methodological 
issues, epidemiology, identification, service delivery and treatment, 
research, and professional training. After an introduction by Irving 
Philips, papers with the following titles and authors are presented: 
"Commentary: The Integration of Problem and Prevention Perspectives: 
Mental Disorders Associated with Alcohol and Drug Use" (Morton M. 
Silverman); "Conceptual Issues in Prevention" (Arnold J. Sameroff and 
Barbara H. Fiese) ; "The Prevention of Child and Adolescent Disorders: 
From Theory to Research" (Raymond P. Lorion and others); "Prevention 
Programming as Organizational Reinvention: From Research to 
Implementation" (Richard H. Priu^ and Raymond P. Lorion); "Public 
Policy: Risk Factor or Remedy?" (Leon Eisenberg) ; "Psychiatric 
Disorder in Parents as a Risk Factor for Children" (Michael Rutterj ; 
"Risks for Maladjustment Associated with Chronic Illness in 
Childhood" (I. Barry Pless and Terence M. Nolan); "Prevention of 
Psychiatric Morbidity in Children after Disaster" (Robert S. Pynoos 
and Kathi Nader); "Conduct Disorder: Risk Factors and Prevention" (D. 
R. Offord); "Prevention of Alcohol and Drug Abuse: A Critical Review 
of Risk Factors and Prevention Strategies" (Karol L. Kumpf er) ; 
"Prevention Issues in Youth Suicide" (David Shaffer and others); 
"Prevention of Learning Disorders" (Archie A. Silver and Rosa A. 
Hagin); "Prevention of Psychiatric Disorders in Children and 
Adolescents: A Summary of Findings and Recommendations from Project 
Prevention" (David Shaffer). Reference lists follow each chapter. 
(JDD) 
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chers, administrators, policymakers, educators, and providers in the public and 
private sectors. The content of state-of-the-art conferences, reviews of innova- 
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Foreword 



ThiB volume is the second in a series of prevention monographs of the Office 
for Substance Abuse Prevention and is coeponsored by the American Academy 
of Child and Adolescent Psychiatry. It carefiiUy defines the knowledge base of 
ptevention of and intervention in child and adolescent psychiatric illnesses. 
Concern about the toll of alcohol and other drug use among cf ildren and 
adolescents mirrors concern about other disorders. Chapters in this work 
examine alcohol and other drug problems, learning disabilities, conduct disor- 
deiB, public policy or lack thereof, psychiatric disordew in parents, chronic 
illness, posttraumatic stress disorders^ and suicide. Chapters on concept and 
methodology provide a necessary foundation on which the chapters on disorders 
are developed. 

This volume is a tangible exhibit of our commitment to prevention and to the 
real hope it offbre. It uniquely encompasses the many dimensions of our 
knowledge about treatment and the directions for future research. This 
monograph informs child and adolescent psychiatrists, other physicians, 
educatora, students, clinicians, policymakers, citizens, and parent groups. 

It illustrates our commitment to the transfer of information from researchers 
to clinicians and ultimately to front-line early intervention programs as the key 
to prevention. The understanding of each disorder sheds li^t on the others and 
on the dynamics of a most important, yet vulnerable, group of children. We hope 
that the knowledge shared will stimulate and direct treatment research and 
suggest a pathway for the future. 



Elaine M. Johnson, Ph.D., Director 
Office for Substance Abuse Prevention 
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Preface 



The Office for Subetance Abuse Prevention (OSAP) and the American 
Academy of Child and Adolescent Psychiatry (AACAP) are pleased to publish 
thisvolumeonthepreventionofalcoholandotherdruguseandmentaldisotders 

in children aud adolescents. It is the culmination of Jy* 
Intervention Initiative, an interdisciplinary project developed 7 the AACAP to 
educate child and adolescent psychiatrists and other meptal health profes- 
sionals. 

Following a series of meetings, the Project Prevention Steering Committee 
outlined severaTrisk factors that are easily identifiable and subject to modifica- 
tion through preventive interventions. The steering committee then commis- 
sioned experts to summarize knowledge about these visk factors, the 
appropriate preventive interventions, and k^ conceptual and methodological 
issues. These reviews summarize our knowledge base for prevention efiorts. 
Chapters 1-3 focus on prevention in child and adolescent psychiatric disorders 
including epidemiology, identification, and behavioral risk factors. Also ad- 
dressed are dimensions for change in service delivery and treatment, research, 
and training in the profession. 

The Pew Charitable Trusts, the Ittleson Foundation, and the van Ameringen 
Foundation, Inc., provided support for this project. The AACAP is a medical 
association whose main objective is to provide a national forum for the stimula- 
tion and advancement of medical contributions to the knowledge, diagnosis, and 
treatment of psychiatric illnesses of children and adolescents. Pew Chantable 
Trusts, the Ittleson Foundation, and the van Ameringen Foundation, Inc., 
recognized the importance of providing professionals and the public with an 
adequate knowledgebase about preventive intervention and therefore provided 
critical support for this important project. 

In the United States, 12 percent of our 63 million children are affected by an 
identifiable maladjustment. About 3 million of this group sufifer from serious 
emotional illness. Prevention ofTere the best hope of alleviating the problems of 
mental illness and alcohol and other drug use. Prevention is ultimately the on y 
logical solution to the problem of large numbare of mentally ill and emotionally 
dysfunctional children— even were there enough caregivers, treatment 
programs, and support services. 

In this volume, msyor authorities review selected areas of risk research to aid 
all readers who are planning or conducting programs for prevention; other 
chapters discuss general issues related to theoretical problems, research, and 
implementation. Reference lists following each chapter are complete and cur- 
rent, and the references are readily available. Included are clear recommenda- 
tions regarding implementation of preventive interventions for specific 
^iRorders and dysfunctions. 
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The publication of this information in a single volume makes a significant 
contribution to the broad distribution of valuable prevention information to 
colleagues in the medical specialtiea, allied professions, teachings and training 
institutions, and the general public. 

OSAP and AACAP wish to express appreciation to the following individuals 
who have contributed to the important work of this project. 

Jerry M. Wiener, M.D., President 
American Academy of Child and Adolescent Psychiatry 
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Introduction 



Inpre-SalkdavB^thedreadspecterof poliomyelitis was alwaysonthehoriz^^ 
Summers were looked to with awesome horror; no one knew who would be 
afflicted. The word itselfcoiyured dread and fear. There was no prevention and 
no cure. Once the anterior horn cells of the spinal cord were mvolved, the 
healthy were made lame. There was Uttle to be done except for consoLidation, 
physical therapy, and orthopedic devices. On the scene came a nurse-physical 
tiierapist with a new method to reduce the disability and, in some cases, cure 
thedteorder. Many said that Sister Kenny was a miracle worker. Her methods 
consisted of massage and warm packs. Some responded to her ministrations; 
others, not at all. The cuiw were publicized with fanfare. Her meUiods were 
controversial and often debated. In time, most studies revealol that she 
provided support, but little change, in the course of the disease. Some of the 
afflicted spontaneously recovered, as was well known in the morbid hwtory of 
polio, but many remained unchanged. Nevertheless, she was an undaunted 
worker convinced of her methods. It was claimed that only she and her disciples 
were effective. The others did not understand or have sufficient training or 
experience or were unwilling to accept the "new." Sister Kenny was a controver- 
sial figure-mhunderstood and often criticized. Nevertheless, she persisted. 
Theday thepolio vaccineappeaied, she disappeared, as did the summer scourge. 
Prevention was achieved. In the field of child and adolescent psychiatry, to 
Sister Kenny living and well? 

Of course, there are differences between infectious disease and mental 
Ulnesses and emotional dysfunctions. We cannot expect something as simple 
as a vaccine to solve the fundamental problems of mental illness. Prevention 
requires attention to a variety of issues, including genetics, insults to the central 
nervous system, nutrition, and physical and social environmental factors. It 
will involve attention to the family and child-rearing practices and social 
institutions such as the public schools and day care or preschool experiences. It 
will involve the study of risk factors with multiple causality and complex 
interventions. It will involve the development of social policy and reordering of 
priorities to emphasize a system of values and ethics that is truly child and 
family centered. There will be no "magic bullet," but an evolving change m our 
orientation to the child and family to provide purpose and dignity in the 
developmental years. 

There have been gains over the years, but the number of mentelly ill children 
who remain untreated is visible among us. The hurt children and their families 
suffer alone, often unattended, and the numbers are growing. The epidemiologi- 
cal data indicate that 10 percent of children and youth need mentel health 
services, and many believe this is an understatement. But, if we consider this 
figure a close approximation, it seems unlikely that there will be sufficient 
psychiatric or mentel health services for children and youth to meet the 
overwhelming need. We continue to treat the few, while the great majority 
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remain unserved. "We have developed a philosophical approach that em- 
'^Sf!!!? * ^^^^ mentality rather than one of spontaneously helping the 
afflicted. We are asked to provide Band-Aid treatment for serious problems 
and there is little thought of prevention" (Philips 1985). 

The earlier roots of child psychiatry began to flower in the early 1930s with 
pnvate foundations emphasizing support of prevention. It was their hope and 
intention that, if mental illness could be diagnosed and treated in childhood, the 
incidence in adults would diminish. To pursue this efiFort, demonstration clinics 
were established in the m^or cities of the United States. Traveling clinics with 
a social worker, psychologist, and psychiatrist established child guidance 
centers. These professionab hoped to prove the worth of the clinics, convince 
the cities <;hat they should continue them, and move on. This was a noble 
thought, but it remained an unrealized dream. Illness in children proved 
difficult to treat, and short-term treatment became longer and longer The 
enthusiasm of that era d id not reach its original objective, and the model for 
prevention faded. Prevention was relegated to secondary and tertiary modes. 
Little primary prevention was achieved. We were treating the afflicted. 

We need todevelop primary prevention models. There are those who consider 
that primaiy prevention is a failure of social institutions. There are those who 
beheye that social action and megor changes in the fundamental processes of 
society need revision. There is little question that if all of society were well 
housed, well fed, and well educated; if each child were well parented; and if there 
were opport"|nty for full employment on the horizon, many mental health 
problems would b3 ameliorated. Obviously, Utopia is not in sight. The only way 
to make an impect on our society's mental health problems is to establish a 
comprehensive program for prevention. The complexity of programs of inter- 
vention IS described in the chapters to follow; for example, Michael Rutter, 
Tsych latric Disorder in Parents as a Risk Factor for Children"; Leon Eisenberg. 
Public Policy: Risk Factor or Remedy?"; and Karol Kumpfer, 'Trevention of 
Strate^i''" ^ ^^^"^ Prevention 

Child and adolescent psychiatry programs have participated little in the 
preventive arena. Training progranu,, for the most part, do not provide ex- 
penence in prevention, nor do they have coordinated systems for int .-vention 
Most trainees have little experience in early intervention. No curriculum has 
been established to provide for prevention-and in child psychiatry, there is no 
mention of training for prevention. Some programs provide liaison experiences 
in consultation with pediatrics and family medicine and community agencies, 
including the schools, but these programs allow for no coordinated experience 
A curriculum in intervention and prevention is essential if current knowledge 
in these areas is to be transmitted to future child and adolescent psychiatriste. 

The research agenda is meager. Although substantive research findings have 
been achieved, too few of the results have been applied. (There are examples of 
applied research findings, such as Kellam's (1P72) work on the Woodlawn 
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project; Grunebaum's work (Grunebaum et al. 1978) on children of I^ychotic 

parente; the work of Rice et al. (1971) with children of hospitalized parentej 

Intervention programs, curriculum design, and a research 

importance in assuring prevention of its rightful place in child and adolescent 

psychiatry. 

The research pendulum of psychiatry has shifted to an emphasis on the 
understanding of basic biological mechanisms. Molecular genetics seeks 
genotypes for the m^or mental illnesses. Any genotype has a phenotypic 
Ixpr^n, which presents in a climate favorable or unfavorable. No matter 
how successful an understanding of genotypes maybe, the understanding of the 
process of expression in a sociaUultural environment will continue to need 
study. The biologic underpinnings may provide explanation, but an jnteryen- 
tior/ for prevention must consider the biopsychosocial complexity in all its 
dimensions. Thechapters by Lorion, Price, and Eaton; Sameroff and Fiese; and 
Offoid illustrate this well. 

Research has established significant risk factors associated with suosequetit 
psychopathology. Risk correlates with spectral outcomes. High correlations 
exist between life events, trauma, and the emergence of psychopathology, as 
portrayed in figure 1. 

We are beginning to learn what interventions and social support systems may 
be effective in prevention; what fosters invulnerability; and what makes 
children vulnerable to outcomes that are detrimental to development. In this 
reeaid. prevention is in its infancy. Although there is much to learn, we know 
of interventions that a-e effective; e.g., G Caplan's (1961) work wi . premature 
infants and M.M. Weissman et al. (1986) epidemiologic studies of depressed 
children. The chapters of this volume provide many additional examples. 

In an effort to move the field of child and adolescent psychiatry into greater 
participation in the area of prevention, in my presidential address to the 
American Academy of Child and Adolescent Psychiatry, I suggested that we 
"begin to develop an old enterprise recommended again and again but never 
fullv implemented-prevention. Prevention transformed pediatrics, and it was 
the impetus for the inception of child psychiatry. ... We will not develop 
inoculants or fluorides for mental health, but we can have « cojJP^eh^^'yf 
program of prevention through research and early intervention (Philips 1986). 

As a result, a Prevention Initiative was undertaken by the American 
Academy of Child and Adolescent Psychiatry (AACAP). It was supported by 
public and private funds.* A steering committee wao formed. In its delibera- 
tions it decided to establish a knowledgebase in areas of risk arbitrarily selected 
to determine what we know and what has been effective, which eventuated into 



*OSAP, the AACAP's Abramson Fund, the Pew Charitable Trusts, the Ittleson 
O oundation, and the van Ameringen Foundation. 
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Life Events/ 
Trauma 



Risk Factors 




Invulnerability 



Psychotic Parents 
Depressed Parents 
Divorce 
Alcoholism and Drug Abuse 

in Family (Substance Abuse) 
Conduct Disorders 
Sexual anu Physical Abuse 
Loss and Separation 
Mental Retardation 
Chronic Illness 
Poverty 

Children of Fate 
"Acts of God" 



Vulnerability 




Spectral 



Outcomes 



Substance Abuse 
Delinquency 
Suicide and Homicide 
School Dropout 
Teenage Pregnancy 
Psychoses and Depression 
Learning Disability 

Invincible and Invulnerable 



Figure L ConrelatioiM between life events aiid psychoimto^^ 
thia volume. It is not a totaUy comprehensive review of all of prevention work as 
mifiji t have been appropriate, but rather selected ones wel 1 referenced by a series 
of efforts to provide background material for this study. This volume addresses 
these issues. There are also chapters that consider conceptual and social issues 
kn!!X^^ ^ P?"*^^' P^^^ ^ our state of 

explored. It is a new beginning of an old enterprise to develop a curriculum 
examme interventions that may prove effective, and establish a research agenda! 

In a recent article (Bower 1987), a metaphorical representation of the field 
was described. Bower quoted Luther Woodwaixi, who described an old Cornish 
test of insanity: 

The person to be tested is placed in a small room facing a sink in which there 
is a spigot, a pail underneath the spigot, and a ladle in the paU. The spigot is 
turnedon, and the testes is told to krep the water from overflowing from the 
pail The person who continues to ladle, however energetically and success- 
ftiUy, without attending to the flow from the spigot is judged insane 

toreXw^*''''''''^'^^^'^^ 

n JJJlT'i!^^^^ be followed by an AACAP publication that will map out a 

riXr V ^^t^^^l^^^t psychiatry regarding intervmtion, a cur- 
ricuium, and a research agenda. 

Irving Philips, M.D. 

^ U niversity of California, San Francisco 
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The Integration of Problem 
and Prevention Perspectives: Mental 
Disorders Associated with Alcohol 

and Drug Use 

Morton M, Silverman, M,D, 
Associate Professor of Psychiatry 
Director, Student Counseling and Resource Service 
The University of Chicago 
Chicago, Illinois 

Introduction 

It is the aim of this chapter to place the contributions of this monograph into 
both a broader public health perspective and an alcohol, other drug, and mental 
(ADM) disorders perspective. The prevalence data regarding ADM disorders in 
children and adolescents will be briefly highlighted. This will introduce a 
discussion of comorbidity and multiple diagnoses in children and youth. After 
the presentation of the concept of multiple problem behaviors, fundamental 
prevention concepts and approaches will be presented from a public health 
perspective. The chapter will highlight the role of the school system in im- 
plementing and integrating various preventive intervention techniques and 
approaches targeting ADM disorders and dysfunctions. Finally, the contribu- 
tions of Project Prevention will be placed in the broader context of national 
public health goals and objectives. 

Problem Perspectives 

Prevalence 

Although there have been some promising reductions recently in the use of 
alcohol and other drugs by adolescents as measured by the National High School 
Senior Survey (Johnston et al. 1987), problems of ADM disorders in children 

This paper was prepared at the invitation of the Division of Communication 
Programs, Office for Substance Abuse Prevention, ADAMHA. It was written 
subsequent to the completion of Project Prevention and the editorial preparation 
of this monograph. 
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and youth remain prevalent and perplexing. A wide array of national data 
collection Bourcee and scholarly reviews support the same conclusions: As a 
nation we must seriously address the psychological needs and chemical depend- 
encies of our children and adolescents. 

Some facts and figures illustrate the seriousness cf the problem: 

• Alcohol and other drug use significantly increases the risk of transmis- 
sion of the human immunosuppressive virus (fflV) directly through the 
sharing of contaminated needles, throu(^ i sexual convicts with in- 
travenous drug users or other drug iiyectors, and thn, igh in utero 
infection, and indirectly through adverse effects on immune system 
functioning and the increased risk of unsafe sexual practices (Petrakis 
1988). 

• The use of cigarettes, alcohol, and maryuana increases the risk of use of 
other illicit drugs. The use of these drugs is correlated with other health 
problems, including adolescent suicide, homicide, school dropouts, motor 
vehicle crashes, delinquency, and precocious sexual activity and un- 
wanted pregnancy (NIDA National Survey of Drug Abuse, 1985). 

• Extrapolations from data on drinking practices obtained from household 
probability surveys suggests that there are approximately 6.6 million 
children of alcoholics under the age of 18. Although they are at increased 
risk for alcoholism, a large percentage do not develop this condition. They 
may, however, develop other drug abuse or mental disorders (NIAAA, 
Research on Children of Alcoholics Grant Announcement, 1989). 

• Although State laws have made alcohol an illegal dm g for people under 
21 years of age, 35 percent of high school seniors report that within the 
2 weeks prior to being surveyed, they had five or more drinks in a row 
once or twice each weekend; 92 percent have had experience with alcohol 
and 66 percent have used in the past month. Even more troublesome is 
that the High School Senior Survey deals with mainstream youth and 
does not capture data on alcohol and other drug use among school 
dropouts (NIDA National High School Senior Survey, 1987). The 1985 
Houitehold Survey showed that illicit drag use among 19- to 21-year-old 
high school dropouts was 67 percent higher than for high school graduates 
(NIDA National Household Survey, 1985). 

• Seventy-seven percent of eighth-grade students have tried alcohol; of 
these, 55 percent report first tt^ing it by sixth grade. Eighty-nine percent 
of tenth-grade students report having tried an alcoholic beverage; of 
these, 69 percent report first use by eighth grade (National Adolescent 
School Health Survey, 1987). 

Fifteen percent of eighth-grade students report having tried marijuana; 
of these, 44 percent report first use by sixth grade. Thirty-five percent of 
tenth-grade students^eport having tried raaryuana with 66 percent of 
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them reporting first use by ei^^th grade (National Adolescent School 
Health Survey, 1987). 

* Five percent of eighth-grade students and 9 percent of tenth-grade stu* 
dents report having tried cocaine. Two percent of ei{^th-grade students 
and 3 percent of tenth-grade students report having used cocaine during 
the past month (Nationed Adolescent School Health Survey, 1987). 

* In 1986, emergency rooms (ER) reported 119,263 drug abuse episodes; 
13,343 (11.2 percent) of the episodes involved patients 10 to 17 years old. 
^proximately 6 out of 10 of the youth ER visits were related to a suicide 
attempt or gesture. The drugs mentioned most frequently by young ER 
patients were aspirin, acetaminophen, alcohol-in-combination, 
mari[juana, and cocaine (NIDADawn Report, 1986). 

^ Suicide is now the second leading cause of death for Americans between 
the ages of 15 and 24 (National Center for Health Statistics, Marc^ 1989 
report: Health United States: 1988h The first leading mortality i isk for 
this age group continues to be motor vehicle crashes, about half of which 
are linked with alcohol use (NIAAA-Sixth Special Report to Congress). 

^ Depressive disorders are a major contributor to adolescent suicide, wh ich 
has increased 300 percent during the past three decades. The increasing 
use of alcohol and drugs among youth may be a method of self-medication 
for depression. Conversely, this alcohol and other drug use may 
precipitate a depressive disorder. 

Deykin and colleagues interviewed 424 college students between the ages of 
16 and 19 with a standardized epidemiological interview (the National Institute 
of Mental Health Diagnostic Interview Schedule, or DIS) to as sess lifetime 
prevalence rates of mcyor depressive disorder, alcohol abuse/dependence, and 
other drug abuse/dependence (Deykin et al. 1987). Lifetime prevalence rates 
were: m^jor depressive disorder, 6.8 percent; alcohol abuse, 8.2 percent; other 
drug abuse, 9.4 percent. Subjects with a history of alcohol abuse were almost 
four times as li\ )ly to report a history of mcgor depression than other nonabusing 
adolescents, out not more hkely to report a history of other nonaflfective 
psychiatric disorders. Subjects with a history of drug abuse were more than three 
times as likely to report a history of major depression than other nonabusing 
adolescents, as well as more likely to report a history of other nonafTective 
disorders. Data on age of illness onset indicated that for subjects reporting both 
disorders^ a first episode of major depression usually preceded the emergence of 
alcohol abuse by more than 4 years, suggesting that young persons who develop 
a mood disorder in childhood or adolescence are much more likely than their peers 
to develop an alcohol or other drug use disorder. These fmdings are consistent 
with the hypothesis that adolescents begin using alcohol and illicit drugs to 
alleviate existing painful mood states (for example^ depression, loneliness, or low 
self-esteem), but should not be taken out of context to mean that this is a final or 
beet explanation Oi alcohol and other drug use (Kaplan 1977; Kandel 1982). 
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Summarizing the extensive epidemiologic and etiological research literature, 
^Iryfooe, in her r^rt to the Carn^e Council on Adolescent Development, 
estimated that 3 million children and youth, aged 10 to 17, are already in serious 
trouble and are experiencing multiple problems resulting from alcohol and other 
drug use, unwanted pregnancy, school failure, and delinquency (Dryfoos 1987). 
An additional 4 million children and youth are estimated to be engaged in 
multiple problem behaviors (school failure, alcohol and other drug use, and early 
unprotected intercourse leading to childbearing) and are at hi^ risk of serious 
health and social consequences. Another one-fourth of this cohort (7 million) are 
at risk of the consequences of problem behaviors because they may experiment 
with smoking and drinking, may engage in sexual activity but use contraception, 
may be doing poorly in school but not failing, and may occasioncdly be truant or 
commit other minor offenses. The Carnegie Council report concludes that "the 
future of 1 in 4 of our youth is in jeopardy unless intensive interventions and 
treatment are initiated to ameliorate their problems^^ (Carnegie Council 1989). 

A number of risk factors seem to be linked with the subsequent emergency 
of multiple problem behaviors, including low academic achievement, suscep- 
tibility to peer influence, inadequate family management and parental super- 
vision, nonconventionality, sensation-seeking behavior, early alcohol and other 
drug use (including tobacco), early aggressive and/or acting-out behavior, and 
diminished self-esteem and self-efficacy. Children are also found to be at 
increased risk when their attitudes toward education are negative or when their 
adjust, nents to school are poor (Kellam et al. 1982). 

Comorbidity 

Contemplating prevention efforto for ALM disorders in children and adoles* 
cents necessitates clear etiologies for the development and onset of these 
disorders and dysfunctions. Epidemiological studies identifying the age of onset 
of migor psychiatric disorders and dysfunctions, including alcohol and other 
drug use, suggest some overlapping ages of onset for a range of emotional 
disorders and behavioral dysfunctions (Robins et al. 1984; Regier et al. 1988; 
Johnston et al. 1988; Kandel et al. 1986; Kandel and Davies 1986). These 
common ages of onset suggest possible universal etiologies and environmental 
stimulants for expression of ADM disorders. The clinical and treatment litera- 
tures have coined the phrases ^'du£.l diagnosis'' and "comorbidity to describe an 
increasingly common clinical presentation of individuals with both chemical 
dependencies and emotional/psychiatric disorders and dysfunctions (Ross et al. 
1988; Minn et al. 1988). The issue of "which came first'' has taken a back seat 
to the more urgent concern that these dual problems tend to coexist and serve 
to maintain each other's expression in pathological aa J detrimental ways (Mirin 
1984; Alterman 1985). 

Specifically, numerous epidemiologic and research studies during the past 15 
years indicate that a large percentage of children and adolescents are at risk for 
developing multiple problems such as juvenile onset depression, alcohol and 
fi^ r drug use, suicidal behavior, dropping out of school, delinquency, running 
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away from home, and unwanted pregnancies (Moskowitz and Jones 1988; 
Kellam et al. 1983; Kandel and Yamaguchi 1985; Donovan and Jessor 1986). A 
large number of youth are at risk of developing at least one, and probably more 
than one, of these serious health and social problems. 

The Anti-Drug Abuse Act of 1986 (Public Law 99-570) deflnes a '"high risk 
youth" as ''any individual who has not attained the age of 21 years, who is at 
hi^ risk of becoming or who has become a drug abuser or an alcohol abuser and 
who: (1) is identified as a child of a substance abuser; (2) is a victim of physical, 
sexual, or psychological abuse; (3) has dropped out of school; (4) has become 
pregnant; (5) is economically disadvantaged; (6) has committed a violent or 
delinquent act; (7) has experienced mental health problems; (8) has attempted 
suicide; (9) has experienced long-term physical pain due to injury; or (10) has 
experienced chronic failure in school." Additionally, other high-risk situations, 
settings, and behaviors are of mcyor concern, including being a child of a 
psychiatrically ill parent (Silverman, in press; Ruttor, this volume) and being 
exposed to chronic family disruption and marital discord. 

The available evidence substantiating the relationship between alcohol and 
other drugs and behavioral problems, emotional problems, accidents and 
natural disasters, suicides, physical illnesses, and learning problems is sum- 
marized in this volume, and even a cursory review strongly suggests that the 
available information is quite compelling in terms of identifying commonalities 
of comorbidity. All too often primary care physicians and health professionals 
do not associate alcohol and other drug problems with these and other behavior 
problems (Coulehan et al 1987; Kamerow r t al. 1986; Bridge et al. 1988). 
Clinically, we know that children and adolescents suffering from depression, 
physical problems, low 8elf<^teem, and attention-deficit and hyperactivity 
disorders may turn to alcohol and other drugs for relief from emc lonal pain, 
psychic discomfort, and feelings of low self-worth (Powers and Kutash 1985; 
Parker et al. 1987; Friedman et al. 1987). 

According to Macdonald, "adolescents with drug or alcohol problems appear 
in emergency rooms as victims of trauma, accidental overdose, or suicide 
attempts. More often, however, pediatricians see young abusers for routi^ecare 
or problems not usually thought of as drug-related. Fatigue, sore throat, cough, 
chest pain, abdominal pain, headache, and school or behavioral problems are 
the most common symptoms of drug use. Awareness of the epidemic and serious 
health consequences of alcohol and other drug use should force the pediatrician 
to covisider abuse seriously in all adolescents, especially those with suggestive 
symptoms" (Macdonald 1984). 

It is now well known that some of the common side effects of the use of alcohol 
and other drugs include behavioral problems, physical problems, depressed 
mood, and misperceptions of self (poor body image and poor self-perception). 
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Recent studies suggest an association between chronic physical illness and 
behavioral dysfunctions (Plees aod Nolan, this volume). Othor research sug- 
gesta an association between chronic physical illness and increased alcohol and 
other drug use (Wells et al. 1988). 



Prevention Perspectives 

Public Health 

Within the public health field, the goal of prevention encompasses both 
preventing negative outcomes and enhancing positive results. In this context. 
Project Prevention struggled to address seme underlying assumptions related 
todeveloprngprevention programming: (1) we can accurately predict the future; 
(2) we can accurately identify populations who are now in need of preventive 
mterventions; (3) we have available the specific preventive interventions to 
prevent specific negative outcomes; (4) the preventive interventions can be 
e.tectively and efficiently implemented; (5) no long-term negative consequences 
are associated with the intervention itself; and (6) predicted negative outcomes 
will turn out to be negative and will be of long-standing duration. 

Highlighted in these chapters are the need for (1) increased specificity of 
target populations to receive the preventive inten'entions; (2) increased 
specificity of the preventive interventions; (3) increased specificity of the out- 
come measures to be attained subnequont to the intervention; and (4) refinement 
of causal models that link these three variables (target population, preventive 
intervention, outcome measures). V/e are concerned not only about the at-risk 
problem that we are attempting to forestall, alleviate, modify, attenuate, or 
prevent, but also about the goaS of enhancing, promoting, protecting, and 
maintaining mental health, mental well-being, and stab. Jty of the individual 
over time and across many physical and mental parameters. 

Key questions are: What are the risks? What is the likelihood of expression? 
What are the protective factors (individual, environmental, cultural) that will 
prevail? What are the preventive factors (individual, environmental, societal) 
that may be called into play? Evidence suggests that the development of ADM 
disorders among youth is associated with multiple risk and resiliency factors 
that are inherent within the individual (e.g., genetics, personality, physical 
health), the mdividual s environment (e.g., family, peers) and the individual's 
interaction with his or her environment. Likelihood that a young person will 
use alcohol and other drugs appears to increase as the number of risk factors 
increases and the number of resiliency or protective factore decreases Risk and 
resiliency factors affecting high-risk youth may include immediate and extended 
family, peers, school, neighborhood, community, and the larger society. Special 
stresses and protective factors may be associated with the membership of many 
high-nsk youth in racial or ethnic minorities Any preventive or treatment 
intervention is likely to be more effective if it focuses on reducing the power of 
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risk factors and increasing the potency of ^^eiliency factors across several 
enviionmental levels. Preventive intervention models proposing to target 
single-risk factois are likely to be less effective. Models in related health and 
safety fields address these issuds (Institute of Medicine 1985). Some of these 
models rely heavily on identifying and quantifying host, agent, and environment 
tal factors. 

In the ADM disorders prevention field, we have just begun to identify those 
risk factors that in combination will increase the likelihood of expression of a 
negative event— the development of incapacitating symptoms, the expression of 
behavioral dysfunctions, the inappropriate use and misuae of licit and illicit 
drugs, or the movement toward seif-iiyurious behaviors. The yet-to-be quan- 
tified host, agent, and environmental factors are those associated with the 
spectrum of outcomes that can occur once the process has begun. In summary, 
the ADM prevention field has begun to tentatively identify certain risk settings, 
risk behaviors, and risk situations that are predictive of specific outcomes. 
Furthermore, we are beginning to recognize that some of these predicted 
negative outcomes may, in fact, be transitory and may not prevail over time, 

This spectrum of outcomes serves as acautionary note as the ADM prevention 
field moves to increasing specificity of target population, preventive interven- 
tion, and outcome measurement. There does not seem to be a distinct relation- 
ship betxveen a particular risk status and a distinct psychiatric or behavioral 
outcome. For example, not ail children of alcoholics develop alcoholism, other 
drug use, or mental disorder. On the other hand, there do seem to exist certain 
basic ingredients and building blocks that are essential to the general main- 
tenance of a healthy physical and *^^otional trajectory. These essential in- 
gredients may be perceived as either protective factors or preventive factoiw, or 
both. Many of these ingredients are highli^ted in this monograph. 

The prevention cf ADM disorders requires a multidisciplinary approach, 
which ic based on research findings from a number of interrelated scientific 
disciplines— population-based epidemiology, genetics, clinical studies (includ- 
ing outcci^e and foUowup studic , neurobiology and biotechnology, and the 
identification of biological markers for mental disorders (Pardee ot aL 1989). 
Various models for the development and maintenance of ADM diaordew have 
been proposed in this volume and have appeared elsewhere (Silverman and 
Koretz 1989). Complicating the attempts to develop clear models is the 
knowledge that youth are often in developmental transition, resulting in a 
fluidity of behaviors, attitudes, experimentation, and values that may be tran- 
siently influenced by role models and environmental factors. For example, the 
common behaviors of curiosity and brief experimentation regarding licit and 
illicit drugs is worthy of further study and consideration prior to developing 
specific alcohol and other drug use prevention progi-ams directed at all youth 
(Yamaguchi and Kandel 1984). 

.ebIc " r , ' 



14 



PREVENTION OF MENTAL DISORDERS 



Integrating Interventions 

The emergence of the concepts of dual diagnoeis and comorbidity have 
hii^He^ted the need for more holistic thinking about problems encountered by 
children and adolescents that may be amenable to preventive interventions. 
The precise nature of the interrelationships have yet to be elucidated, but many 
data support the pursuit of these relationships (Kandel and Yamaguchi 1986; 
Jessor and Jessor 1977; Kellam and Brown 1982; Robins and Przybeck 1985). 

Dryfoos' summaiy of the epidemiological literature fmds that '%he emergence 
of common predictors of multiple problem behaviors lends force to the argu- 
ment that int ^rventions should focus more on the predictors of the behavior than 
on the bdbavior itself. These flndings lead to the conclusion that enhancement 
of early schooling in preventing school failure should receive high priority not 
only fh)m those interested in lowering the dropout rate, but also for those who 
are interested in preventing substance abuse, pregnancy, and delinquency.^ 
Eisenberg (this volume) agrees that we must look for common antecedents for 
these disorders. Others have argued similarly when discussing approaches to 
the prevention of youth suicide (Felner and Silverman 1988) and stress-related 
disorders (Bloom 1979). 

Numerous etiologic research studies indicate a wide variety of social, emo- 
tional, developmental, behavioral, and biologic factors that may place a child at 
risk of developing these disorders. Kelhm suggests that the antecedents of 
multiple problem behaviors appear to be hi^^ly intercorrelated and may form 
a constellation of precursors common to the emergence of these health problems 
(Kellam et al 1982^ Some researchers suggest that the antecedents of drug 
and alcohol use, school dropouts, delinquency, and a host of other problems can 
be identified in the early elementaiy grades, long before the actual problems are 
manifested (Elliott and Huizinga 1987; Hawkins et al. 1985). 

Dryfoos concludes that "early sexual activity, early childbearing, early initia- 
tion of smoking and alcohol use, heavy drug use, low academic achievement, 
school misbehavior, school drop-out and delinquency are interrelated" (1987, pp. 
39-40). The Carnegie Council report concludes that "four attributes emerge as 
characteristics of those young people who exhibit all of the behaviors: doing 
poorly in school, being a non-conformist, going around with friends who act out 
in the same ways, and having inattentive parents.'' lliis profile differs in many 
important respects from the congressional definition of high-risk youth because 
it includes more of a psychological and familial context to understanding youth 
at risk 

Thus, one common finding is that early school problems (e.g., attention 
deficits, learning disabilities, acting-out, and conduct problems) are often as- 
sociated with many child and adolescent ADM disordere. This suggests the 
development of sites for the provision and application of preventive intervention 
programs in school settings. Of critical importance is that preventive interven- 
Hnn8 be tailored to the receptivity aud developmental stages of the target 
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audience. Also^ the interventions must have high credibility with the target 
audience. 

DryfooB emphasises the school setting as the major locus for preventive 
intervention activities, arguing that enhancement of early schooling in prevent- 
ing school failure should receive hi^^ priority as interventions that would 
prevent later disability and dysfunction across a range of behaviors G)ryfoos, in 
press). Dryfoos emphasizes two mcgor points. First, it is critical to keep chiKren 
and adolescents in a school setting for purposes of delivering preventive ^or- 
vention messages addressing a lange of risk-taking behaviors: alcohol and 
other drug use and abuse, early sexual activity, suicide and life-threatening 
activities, criminal activities, and so forth. Second, the fact that one remains in 
school and is exposed to the positive attributes of a school environment (e.g., 
education, socialization, peer support, and physical exercise) may well protect 
an adolescent from engaging in certain risk-taking behaviore. A major assump- 
tion underlying this position is that school settings do not contribute to the risk. 
In other words, school environments must be designed to be health promotive 
and disease preventive — not risk enhancing. 

Recent programmatic developments for families and schools offer hope that 
the childhood antecedents of adolescent problems can be prevented or 
remediated. Promising technologies exist for improving parenting skills and 
strengthening family function, for improving instructional practices, and for 
restructuring schools to improve students' performance, adjustment, and com- 
mitment to education (Felner et al. 1982). Although students usually spend 
more of their waking and learning houre in the school environment than they 
do with their own families, a school-based program can not afford to be school 
limited. As one of the most essential institutions in a community, a schooFs 
well-being and its concerns interact with those of business, governmental, legal, 
religious, health care, service, and social groups that make up the community. 
All of these groups want to play a role in what goes oii ithin the school's walls 
and on its playgrounds, and all can supply talent, expertise, and resources 
(Hawkins and Lam 1987). 

Major conclusions from this monograph and that of other recent studies (e.g., 
Carnegie Council on Adolescent Development) are that a growing body of 
researoh has documented the statistical associations among so-called ''problem 
behaviore": alcohol and other drug use, delinquent behavior, early childbearing, 
and their sequelae (e.g., alcohol-impaired driving, violence, early parenthood, 
and sexually transmitted diseases). It has become clear that each of these 
problems has common antecedents, the most consequential of which is school 
failure. Young people who use drugs, who commit delinquent acts, and who 
become parents at early ages are much more likely to have been failing in school 
or have already dropped out of school than those who avoid the behaviors. 

A young pereon who is simultaneously failing in school, using drugs, acting 
out, and having unprotected sexual intercourse is at risk. The prevalence of any 
Q'^'^ of theee behaviore has concomitant rbks and negative consequences; when 
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they occur as a "package," the risk is greatly exacerbated. Early initiation of 
any one behavior often predicts the others; the first event in this progression is 
typically failure in school. It has been suggested that children who will engage 
in this range of high-risk iiehaviors can be identified as early as second grade. 

Research has shown that being in a lowincome family and living in a poor 
neighborhood compounds children's risk for multiple problems. Particularly 
among disadvantaged children, it has been documented that early intervention 
can significantly improve outcomes. Early childhood education and social 
supports for families have been shown to measurably increase success in the 
elementary school years, and that success, in turn, improves educational per- 
formance over time (Dryfoos, in press). Children who have had access to early 
interventions have been proven to have lower rates of alcohol and other drug 
use, delinquency, and pregnancy during adolescence. 

Toward the Year 2000 

In order to address multiple problem behaviors of children and adolescents 
and their possible antecedent conditions, attention must be drawn to their 
importance. The findings of the innovative Federal initiative, the 1990 Health 
Objectives for the Nation, have provided the needed documentation and support 
for the next steps in this process— specifically, the development of a national 
program for the amelioration of these problem behaviors (DHHS/PHS 1986). 
Such a potential national agenda is being formulated under the auspices of the 
Year 2000 Health Objectives for the Nation. This public health service project 
is designed to set health objectives for the Nation, particularly for mental health 
and alcohol and other drug problems. 

The monograph summarizes the extensive literature regarding the preven- 
tion of some negative outcomes, including learnings ^orders, alcohol and other 
drug use, suicide, and conduct disorders. Any one or more of these outcomes 
may result from the three known environmental risk conditions reviewed in this 
monograph: being the child of a parent with an ADM disorder (Rutter chapter); 
suffering from a chronic physical illness (Pless and Nolan chapter); and being 
exposed to natural disasters (Pynoos and Nader chapter). This is not to suggest, 
however, a one-to-one association between the three known risk status condi- 
tions and these four preventable disorders. The exact nature of the ADM illness 
that is expressed is not specified because of the lack of precision in our etiological 
and causal models of psychopathology. Bridging the gaps between the iden- 
tification of risk status conditions and the ^establishment of their role in the 
development of negative outcomes is the work that challenges the prevention 
research field. The challenges are to identify the common antecedents and 
precursors, the common environmental conditions, and the common solutions 
and interventions that prevent certain outcomes and promote others. 
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The deliberations and directions highlighted in this monograph are relevant 
to current concerns about developing measurable health objectives in reducing 
alcohol-impaired drivings reducing feted alcohol syndrome, enhancing aware- 
ness of the detrimental effects of drugs on physical well-being, increasing the 
average age of first use, decreasing multiple problem behaviors^ decreasing the 
prevalence of depression, decreasing youd? suicide, reducing stress-related 
disorders, increasing the number of physicians in training who are aware of 
multiple problem behaviors (especially alcohol and other drug use, depression, 
suicide, and stress), and increasing the awareness of professional health or- 
ganisations in identifying and treating alcohol and other drug use. In fact, the 
Project Prevention effort directly relates to at least 7 of the 20 rational health 
priority areas for the year 2000. 

Conclusion 

The work of Project Prevention represents true interdisciplinary coiicem for 
those with ADM disorders. The prevention of ADM disorders will not come 
about easily without coordinated, comprehensive, and collaborative efforts from 
many clinical and scientific disciplines. Prevention efforts have moved from 
being potential to possible to practical. The authors of this monograph suggest 
those pract ' il interventions that have probable benefits for selective conditions 
and can be implemented in therapeutic and clinical settings. 

The field of prevention has always been action oriented and future directed. 
The process has been one of searching for (1) universal concepts that explain 
the development of ADM disorders and dysfunctions; (2) universal, essential 
ingredients for preventive interventions that have broad-based effectiveness; 
and (3) universal risk factors that have negative impact for individuals or groups 
of individuals. From this search for universal concepts, theories, and essential 
ingredients will come the development of specific targeted preventive interven- 
tions for well-defined hifi^*risk populations. Some of those risk factors, at-risk 
populations, and preventive interventions have been highlighted in this con- 
tribution to the ADM prevention field. 
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The prevention of children's pdychosocicd diaordere has not been an easily 
accomplished task. In a critical appraisal of such efforts, Rutter (1979) was led 
to conclude that our knowledge of the topic is limited and that there are few 
interventions of proven value. ITie two greatest myths reviewed by Rutter were 
the beliefe that there are single causes for psychiatric disorders and that these 
causes can be eliminated by treating the child. Whatever substance can be 
found in this area of research points to multiple causation as the rule rather 
than the exception and the need for intervening in the child-rearing context. 

This chapter begins with an overview of traditional concepts of prevention. 
When these ideas are used to interpret causal factora in disease, a variety of 
paradoxes emerge that require for their understanding a contextual systems 
analysis of developmental processes. A transactional model is described that 
takes into account the mutual effects of context on child and child on context^ 
in explaining behavioral outcomes. The transactional model is embedded in a 
regulatory system that is characteristic of all developmental processes. Based 
on the regulatory system^ a number of prevention strategies are described that 
are theoretically driven and enhance the possibility of providing optimal out- 
comes for children. 

Although the primary concern within child psychiatry is for disorders in 
children that require treatment — for example, attempted suicide, substance 
abuse, and conduct disorders — a larger set of children's behaviors have not yet 
pioducvd a diagnosable condition but will lead to such problems in adulthood. 
Tie broader concerns of preventive efforts in child psychiatry must extend not 
only to those children who will cou^e to psychiatric attention before adulthood, 
but a^so to those who will arrive during adulthood. The models presented here 
have as their premise that there may be no difference in kind and perhaps in 
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timing between preventive efforts to eliminate early disoixilerB and thoee to 
eliminate later onee. The principles of developmental psychopathology (Sroufe 
and Rutter 1984), upon which much of what follows is based, apply to clinical 
problems throu^out a person's lifespan. 

Defining Prevention 

For the last 30 years there has been a division of prevention efforts into 
primary and secondary categories (Commission on Chronic Illness 1957). 
Primary prevention is practiced before the biological origin of the disease. 
Secondary prevention is practiced after the disease can be identified but before 
it has cpused suffering and disability. More recently tertiary prevention has 
been added to the list (Leavell and Clark 1965). Tertiary prevention is practiced 
after suffering or disability has been experienced, and its goal is to prevent 
further deterioration. 

Thou|^ secondary and tertiaiy prevention may be quite important, they do 
not have the glamour associated with primary prevention (Lamb and Zusman 
1979). However, glamour may not be the appropriate criterion for evaluating 
the effectiveness of prevention. (Gordon (1983) has aigued that the tripartite 
classification of prevention efforts is an artifact of the mechanistic conceptions 
of health and disease that charact<irized early eras when biomedical research 
was almost exclusively a laboratoiy activity. The growth of epidemiological 
research has introduoad more complex causal models that may restructure 
approaches to prevention. 

Gordon maintained that the primary-secondary distinction does not separate 
preventive strategies that have different epidemiological justifications and that 
require different utilization strategies. A fiirther problem is that, especially for 
the nonprofessional community, the terms imply a preferred priority when only a 
qualitative distinction is intended. Cost-benefit analyses of many prevention 
efforts have found that the "secondaiy" treatment of a high-risk group may be far 
more efficient thau a "primaiy" universal treatment (See the chapter by Lorion, 
Price, and Eaton in this volume for a more extended discussion of these points.) 

When one turns to the prevention of psychological disease, the complexity of 
the problem is further increased. Whereas clear linkages have been found 
between some "germs" and sper Tic biological disorxlers, this has not been true 
for behavioral disordera. Primary prevention of psychological disoideis in the 
sense of deterring a biological factor may have meaning in a very small 
percentage of cases, although these cases may be the most severe and profound. 
On the other hand, behavioral disturbances in the vast m^rity of cases are the 
result of factors more strongly associated with the psychological and social 
environment than with any intrinsic characteristics of the affected individuals. 
Primary prevention might be effective if clear causes of developmental disoixiers 
could be identified; but if empirical evidence for these connections cannot be 
found or if it can be demonstrated theoretically thatclear causes do not or cannot 
exist, the choice of prevention strategies must be reassessed. 
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Paradoxes of Prevention 

How iB it possible for clear causes not to exist for developmental disorders? 
The answer lies in new approaches for understanding biological and behavioral 
development wherein causal analyses are based on a probabilistic interaction 
of multiple factors. These approaches were required to explain paradoxes that 
resulted when linear causal models were the only explanations used for a variety 
of disorders. Examples involve illnesses that were thou^t to have clear 
presumptive causes accepted generally for long periods of medical history. 
Changing theories of the etiology of tuberculosis is a good case in point. 

Tuberculosis initially was diagnosed as an environmental disorder. It was 
caused by conditions that accompanied poverty, that is, poor nutrition, poor air, 
and poor health. To prevent tuberculosis, the patient was told to avoid such 
conditions of poverty and dwell in circumstances of good air, good nutrition, and 
a life devoid of stme. There were clear epidemiological data to support the 
connection between the degree of disorder and the degree of poverty in the 
population. This analysis, however, was proved to be an artifact when the 
tubercle bacillus was discovered. A causal mechanism was found whereby the 
disoider could clearly be attributed to the action of a specific entity. Cure would 
result from an elimination of the entity, a triumph of the disease model of illness. 

However, this disease model, while effective in curing the disease, has not 
been equally effective in preventing the disease. Tuberculosis is not caused by 
the tubercle bacillus alone. Only 5 *o 15 percent of individuals with a positive 
tubeiculin test (i.e., those infected with the bacillus) ever become ill with 
tuberculosis (Edwards 1975). The bacillus is a necessary condition for this 
disoider but not a sufficient condition; something else is also necessary. The 
additional factor is lowered resistance resulting from poor nutrition, poor 
health, or poor air, all correlates of poverty. The germ alone cannot cause the 
disorder; poor resistance alone cannot cause the disorder, but a combination of 
the two can. The disease entity must be viewed in a context. Ifthe context were 
different, the outcome would be different. 

Prevention of tuberculosis can be accomplished with no attention to the 
specific germ associated with the illness. Elimination of the disease can be 
achieved by eliminating the necessary context for the bacillus — by eliminating 
factors that lower resistance. Eisenberg (1982) pointed out that t ie strongest 
evidence for the role of social factors in modifying disease is the marked decline 
in the mortality rate from tuberculosis in the United Kingdom during the 19th 
century before the causative organism was discovered. The rate fell from an 
estimated 400 per 100,000 in 1840 to 200 per 100,000 in 1880 in the absence of 
effective medical remedies. This reduction in susceptibility to infection has been 
attributed to improvements in nutrition, sanitary conditions, and living condi- 
tions, that is, a change in context (McKeown 1976). 
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For biological disturbancee such as tuberculosis, at least two factors and 
probably more are involved in producing clinical symptoms. Because the 
combination of these factors varies in each individual, the probability that a 
disorder will result varies. What appear to be symptoms with ciea* cauberi, 
under closer scrutiny are seen to be the result of "probabilistic interactions of 
multiple factors" (Gollin 1981). Causal analyses applied to the understanding 
of behavioral disorders, and especially their prevention, need to identify these 
multiple factors and the associated probabilities of their interactions. 

The goal of prevention programs for mental health is to r^uce the incidence 
of behavioral problems in children by first identifying high-risk conditions that 
produce greater than average proportions of children with learning problems or 
emotional disturbances and then intervening to reduce the number of risk 
conditions or their effects. Before interventions are instituted, there needs to 
be good evidence for the connection between risk conditions and deviant out- 
come. Frequently, such evidence has not been available, seriously undermining 
the rationale for well-intentioned intervention efforts. 

Early intervention programs were based on stable models of development in 
which children who were assessed as doing poorly early in life were expected to 
continue to do poorly. The early childhood education movement, as exemplified 
in the Head Start program, was designed to improve the learning and social 
competence of children during the preschool yeare with the expectation that 
these improvements would be maintained into later life. Unfortunately, fol- 
lowup research of such children has found only moderate gains in measurable 
intellectual competence being maintained into adolescence (Zigler and Trickett 
1978) although there were reduced rates of school failure and need for special 
education (Lazar and Darlington 1982). 

From a diflferent perepective, children who were identified early in life as 
being at risk from biological circumstances such as birth complications were 
thought to have generally negative developmental outcomes. On the contraty, 
longitudinal research in this area has demonstrated that the m^rity of 
children suffering from such biological conditions did not have intellectual or 
social problems later in life (Sameroff and Chandler 1976). 

In both domains early characteristics of the child have been overpowered by 
factora in the environmental context of development. Where family and cultural 
variables have fostered development, children with severe perinatal complica- 
tions have been indistinguishable from children without complications. Wher 3 
these variables have hindered development, children from the best preschool 
intervention programs have developed severe social and cognitive deficits later 
in life. 

Two points emerge from this analysis that have mtyor implications for 
prevention programs. The firs, is that the child's level of competency at any 
point in early development, wnether reached through normal developmental 
processes or some special intervention efforts, is not linearly related to, that is, 
predictive of, the child's competence later in life, The second point is that to 
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complete the predictive equation one needs to add th© effects of context— the 
child's social and family environment—that foster or impede the continuing 
positive developmental course of the child. In short, prevention programs 
cannot be successful if changes are made only in the individual child. There 
have to be corollary changes in the environment that will enhance the existing 
competencies of the child and buffer the child from stressful life events in the 
future. 

Representative Risk Factors 

Let us turn for a moment retf^earch aimed at identifying representative risk 
factors in the development of cognitive and social-emotional competence. Such 
competencies of young children have been found to be strongly related to family 
mental health and social status (Broman et al. 1975; Golden and Birns 1976; 
Werner and Smith 1982). Efforts to prevent developmental deviancic^ must be 
based on an analysis of how families in different social classes differ on the 
characteristics that foster or impede psychological development in their 
children. These factors range from proximal variables like the mother^s inter* 
action with the child, to intermediate variables like the mother's mental health, 
to distal variables like the financial resources of the family. 

While causal models have been souj^t in which singular variables uniquely 
determine aspects of child behavior, a series of studies in a variety of domains 
have found that, except at the extremes of biological Jeviation, it is the number 
rather than the nature of risk factors that is the best determinant of outcome 
(Greenspan 1980; Parmelee and Habo.^ 1973; Rutter 1979). 

In a study of several hundred 4-year*old children, Sameroff et al (1987) 
assessed a set of 10 environmental variables that are correlates of socioeconomic 
status (SES), but not equivalents of SES. They tested whether poor develop* 
ment was a function of low SES or the compounding of environmental risk 
factors found in low-SES groups. The 10 environmental risk variables were 
chronicity of maternal mental illness; maternal anxiety; a parental perspectives 
score derived from a combination of measures that reflected rigidity or flexibility 
in the attitudes, beliefs, and values that mothers had about their children's 
development; spontaneous positive maternal interactions with their children 
during infancy; occupation of head of household; maternal education; disad- 
vantaged minority status; family support; stressful life events; and family size. 

When these risk factors were related to social-emotional and cognitive com- 
petence scores, major differences were found between those children with low 
multiple-risk scores and those with high scores. In terms of intelligence, 
children with no environmental risk^ scored more than 30 points higher than 
children with eight or nine risk factors. Similarly, the range in scores on an 
assessment of the social and emotional competencies of the children showed a 
similar spread over two standard deviations. 
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Three conclusions from this study are relevant to prevontion efforts. The first 
conclusion is that the social and family factors were explaining most of the 
variance in outcomes, whereas factors related to the child's behavior during the 
first year of life explained almost none. The second conclusion is that the 
number of risk factors was the prime determiiiiaat of outcome within each 
socioeconomic level, not the socioeconomic level itself The third and most 
important conclusion for prevention strategies is that the same outcomes 
resulted from different combinations of risk factors. No single factor was 
regularly related to either poor or good outcomes. If this is the case, it is unlikely 
that universal preventions can be found for the problems of children. The 
contrast is that unique analyse of risk (actom will require unique sets of 
intervention strategies embedded in a developmental model of psychopathology. 



A similar developmental model appears to apply in a number of scientific 
domain (Sameroff 1988). In this model outcomes are a function of neither the 
individual taken alone nor the experiential context taken alone. Outcomes are 
a product of the combination of an individual and his or her experience. To 
predict outcome, a singular focus on the characteristics of the individual, in this 
case the child, frequently will be misleading. What needs to be added is an 
oaalj-sis and assessment of the experiences available to the child. 

A model of development that included both the child and the child's experi- 
ences was suggested by Sameroff and Chandler (1975; Sameroff 1975). In this 
"transactional model" ihe development of the child was seen as a product of the 
continuous dynamic interactions of the child and the experience provided by the 
family and social context. What was innovative in the transactional model was 
the equal emphaqis placed on the effect of the child on the environment, so that 
the experiences pre /ided by the environment were not independent of the child. 
The child's previous behavior may have been a strong determinant of current 
experiences. A diagram of such a mo<iel can bo seen in figure 1. 
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Figure 1. Transactional model of child development. 
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The child's outcome at some poiut In time (Cn) is neither a function of the 
initial state of the child (Ci) nor the initial state of the environment (Ei), but a 
complex interplay of child and environment over time. Figure 2 shows cui 
eocample of such a transactional outcome. A complicated childbirth may have 
made an otherwise calm mother somewhat anxious. The mother's anxiety 
during the flrst months of the child's life may have caused her to be uncertain 
and inappropriate in her interactions with the child. In response to such 
incoubistency, the infant may have developed some irregularities in feeding and 
sleeping patterns that give the appearance of a difficult temperament. This 
difficult temperament decreases the pleasure that the mother obtains from the 
child and so she tends to epend lees time with the child. If adults are not 
interacting with the child, especially not speaking to the child, the child may 
not meet the norms for language development and score poorly on preschool 
language tests. 



Mother 
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Figure 2. Transactional outcomes in child development. 

What determined the poor outcome in this example? Was the poor linguistic 
performance caused by the complicated childbirth, the mother^s anxiety, the 
child's difficult temperament, or the mother's avoidance of verbal interaction? 
If one were to design a prevention program for this family, where would it be 
directod and would it be deflned as primary or secondary prevention? If one 
were to pick the moet proximal cause, it would be the mother's avoidance of the 
child, yet one can see that such a view would be a gross oversimplilication of a 
complex developmentrJ sequence. Would primary prevention be directed at 
eliminating the child's difficult temperament or at changing the mother's 
reaction or at providing alternative sources of verbal stimulation for the child? 
Each of these would eliminate a deviation at some contemporary point in the 
developmental system; but would any of these efforts ensure the verbal com** 
petence of the child or, perhaps more important, ensure the continued progress 
of the child after the preventive effort was completed? 



ERIC 



80 



PREVENTION OF MENTAL DISORDERS 



Constellation of Behaviors 

A number of empirically validated examples of transactional processes are in 
development (see SamerofT 1986, 1987) but few among these are as yet directly 
pertinent to clinical child psychiatry. One of the most compelling data sets 
emerges from the work of Patterson and his colleagues in a series of studies on 
the origins of antisocial behavior in childhood (Patterson 1986). In the Patter- 
son model, children normally engage in some proportion of noncompliance 
activities. If parents are inept in disciplining their children, they create a 
context in which the child is reinforced for learning a set of coercive behaviors. 
Parent ineptitude is characterized by lack of monitoring, harsh discipline, lack 
of positive reinforcement, and lack of involvement with the child. The child 
develops noncompliant behaviors characterized by whining, teasing, yelling, 
and disapproval. These behaviors escalate parental negative coercive responses 
that promote further child noncompliance, eventuating in high -amplitude ag- 
gressive behaviors, including physical attack. The high use of noncompliance 
with inept parents does not permit the child to learn a set of social strategies 
that will be necessary with peers and in school. When these aggressive, noncom- 
pliant children enter the school setting they elicit poor peer acceptance that 
maintains poor self-esteem and poor cu»demic performance. This constellation 
of antisocial behavior, poor peer relations, and poor school achievement has been 
demonstrated by Patterson to unfold in the developmental sequence of negative 
transactions described previously (see figure 3). The child's initial noncom- 
pliance does not lead directly to antisocial behavior; rather it is the inept 
parenting response that converts age-appropriate expressions of autonomy into 
a coercive interactive style. 
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Figure 3. Developmental sequence of negative transactions. 
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Although the parents in the Patterson model are more blameworthy than in 
the temperament example, they, too, are embedded in transactional contexts 
with their own parents. Other research (Elder et al 1983; Huesmann et al. 
1983) has demonstrated cross-generational effecto associated with antisocial 
child behavior. In two longitudinal studies, the poor disciplinary practices of 
the grandparents were related to antisocial behavior of the parents and the 
grandchild Moreover, the child, parents, and grandparents are embedded in a 
social context that supporla these child-rearing strategies as a means of suc- 
cessfully adapting to a particular level of socioeconomic existence (Kohn 1969, 
1973). 

The many points where deviancy is fostered in transactional models are also 
points at which prevention can be attempted. Differentiating among primary, 
secondary^ and tertiary prevention may be inappropriate in such developmental 
models. Primary prevention is deflnod as having temporal priority over second- 
ary or tertiary efforts. In the preceding examples, primary prevention would 
have been directed at preventing birth complications in the firet case and 
preventing children from saying ^'no" in the second case. But the proximal, most 
directly connected causes of the problem in the child are the last in the 
chain — the parental avoidance and coercive child-rearing strategies. It is neces- 
sary to find another way of thinking about such developmental progressions 
because the distal events — for example, birth complications and noncom- 
pliance — lead to a variety of child outcomes, both good and bad; and the deviant 
outcomes — for example, language delay, antisocial behavior, and poor school 
achievement— can be caused by a variety of proximal determinants, many of 
which are not connected to the child's initial state. 

Biologic Transactions 

The transactional model, despite its novel name, \b in reality not a new idea. 
It iB merely a new emphasis on some very old traditions in developmental theory, 
especially theories of the dialectic in histoty and philosophy. A more cogent 
referent is theory and research in biology, where transactions are a recognized 
essential part of any developmental process. 

In the study of embryological development, for example, there are continuous 
transactions between the phenotype and the genotype (Ebert and Sussex 1970; 
Waddington 1957). A simple view of the action of genes is that they produce the 
parts that make up the organism. A brown eye gene may be thou^t to produce 
a brown eye. In reality there is a much more complex process of mutual 
determinism. The material in the fertilized egg cell turns on or off specific genes 
in the chromosomes. The turned-on genes initiate changes in the biochemicals 
in the cell. These changed biochemicals then act back on the genetic material, 
turning on or off more genes in a continuous process, and usually producing a 
well-developed organism. 



In certain circumstances, the illusion of a linear relationship exists between 
^^narticular gene and a particular feature of the phenotype, as in the case of eye 
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color. In reality^ howeverp determinism is never linear, because of the com- 
plexity of biological processes. What then creates the illusion? The answer is 
in the regulatory system that buffers development^ what the embryologist 
Waddington (1957) described as ^canalization."* In all the complex interactions 
between genotype and phenotype is a regulatoiy system that monitors the 
developmental changes to assure that they stay within deflned bounds. This 
regulatory system and the bounds are the result of an evolutionaiy process that 
occurred across myriad generations and that now assures a particular outcome. 

With eye color, the system is hidden because it is so ti^itly buffered (i.e., 
regulated), so that if one knows the structural genes one can generally predict 
the outcome. However, there are some simple examples in which the regulatory 
system is quite evident. In the case of identical twins, a single fertilized cell 
splits in two. The genetic regulatoiy system ensures that the outcome is not 
two half-sized children. Compensations are made so that the resulting infants 
will both be of normal size. In the case of genetic dominance, the result for a 
homozygous individual is the same as for a heterozygous one even though there 
is a clear difference in the quantity of genetic material If there are two brown 
eye genes, the eyes are no browner than if there were o'^ly one. These examples 
are clear evidence for regulatory processes at the biological level. The genetic 
system never operates alone: It is always in an environment that is a mcgor 
codeterminant of gene activity. 

What follows is evidence that analogous regulatory systems that direct 
development toward a particular set of outcomes can also be found at the social 
level. Understanding of the genetic regulatory system has offered the hope of 
preventing a variety of physical disorders. Similarly, our increased under- 
standing of the family and cultural regulatory systems will offer hope in the 
psychological domain, and perhaps, as some have suggested, improve physical 
health as well (Rodin 1986). 

Statutes^ Stories^ and Styles 

Just as there is a biological organization, the genotype, that regulates the 
physical outcome of each individual, there is a social organization that regulates 
the way human beings fit into their society. This organization operates through 
family and cultural socialization patterns and has been postulated to compose 
an ''environtype" (Sameroff 1985) analogous to the biological genotype. Th ^ 
importance of identifying the sources of regulation of human development is 
obvious if one is interested in manipulating that development, as in the case of 
prevention or intervention programs. The failures of such efforts can be under- 
stood only in terms of a failure to understand the regulatory system. E^ach 
individuars environtype contains these regulatory patterns. The environtype 
is composed of subsystems that not only transact with the child but also transact 
with each other. 
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Bronfenbrenner (1977) has provided the most detailed descriptions of en- 
vironmental organizations that impact on developmental processeei within 
categories of microsystems, meeoeystems, exosystems, and macrosystems. The 
mkrosyatem is the immediate setting of a child in an environment with par- 
ticular features, activities, and roles (e.g., the home or the school). The mesoays- 
tern comprises the relationships between the m^jor settings at a particular point 
in an indivjduft"8 development. The exosystem is an extension of the meeosys- 
tem that includes settings thai the child may not be part of bi«t that aflfect the 
settings in which the child does participate (e.g., the world of work and neigh- 
borhoods). Finally, the macrosyatem includes the overarehing institutional 
patterns of the culture including the economic, social, and political systems of 
which the micro8>3tems, mesosystems, and exosystems are concrete expres- 
sions. Bronfenbrenner's ecological model has been fruitfully applied in the 
analysis of a number of clinical issues includingthe effects of child abuse (Belsky 
1980) and divorce (Kurked 1981). 

The present discussion is restricted to levels of environmental factors in the 
culture and the family. Developmental regulations at each of these levels are 
carried in codes, the cultural code and the family code. These regulations are 
encoded to direct cognitive and social-emotional development so that the child 
ultimately will be able to fill a role defined by society. 

Although the enviiontype can be conceptualized independent of the child, 
changes in the abilities of the developing child are major triggers for regulatory 
changes and most likely were miyor contributors to the evolution otsi develop- 
mental agenda that is each culture^s timetable for developmental milestones. 
The cultural code is influenced by a variety of characteristics of society, includ- 
ing the customs, mores, belief patterns, and legal system. We have given these 
cultural factors that directly impact on child development the generic label of 
atatutea. These have a more formal and enduring character than the atones that 
are the primary regulatory factors in the family code. Finally, these regulations 
must be carried out through the interaction of actual people, who modify the 
expression of the cultural and family codes by their individual styles, that is, the 
characteristics of their personality and temperament. 

Most behavioral research on the effects of the environment have focutsed on 
analyses of dyadic interaction patterns in which labels are placed on the 
participating individuals. Only recently have these relationships themselves 
become empirical issues of inquiry. Parke and Tinsley (1987), in an extensive 
review of family interaction research, h ave pointed to the important new trend 
of not only adding father-child interaction to the study of mother-child interac- 
tion, but also combining them into studies of triadic interactions and entire 
family behavioral patterns. The behavioral research is slowly overcoming the 
technological difficulties embodied io analyses of multiple interacting in- 
dividuals. Another growing empirical base comes from the direction of beliefs 
rather than behavior (Sigel 1985). Investigators have become increasingly 
articulate at defining the dimensions of parental belief systems with the ul- 
^•-ate goal of describing the effects of these belief systems on parent behavior 
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and) ultimately, on child behavior. For the present, however, these research 
domains have provided primarily promissory notes of important future con- 
tributions to successful prevention efforts. 

Cultural Code 

The ingredients of the cultural code are the complex of characteristics that 
organize a society^s child-rearingsystem, incorpoirating elements of socialization 
and education. It is beyond the scope of this chapter to elucidate the full range 
of cultural regulatory processes that are potentially relevant to prevention 
efforts. As a consequence only a few points are highlighted to flesh out the 
dimensions of the cultural code. 

Although the common biological characteristics of humans have produced 
similar developmental agendas in most cultures, there are differences in many 
m8\jor features that often ignore the biological status of the individual. In most 
cultures, formal education begins between the ages of 6 and 8 (RogofT 1981), 
when most children have reached the cognitive ability to learn from such 
structured experiences. On the other hand, informal education can begin at 
many different ages, depending on the culture's attributions to the child. The 
Digo and Kikuyu are two East African cultures that iiave different beliefe about 
infant capacities (deVries and SamerofT 1984). The Digo believe that infants 
can learn within a few months after birth and begin socialization at that time. 
The Kikuyu wait until the second year of life before they believe serious 
education is possible. Closer to home, some segments of middle-class parents 
have been convinced that prenatal experiences will enhance the cognitive 
development of their children. Such examples demonstrate the variability of 
human developmental contexts and the openness of the regulatory system to 
modiflcation either by charlatans or mental health professionals. 

One of the mcgor contemporary risk conditions toward which many programs 
are being directed is the elimination of adolescent pregnancy. Alt!.ough for 
certain young mothers the pregnancy is the outcome of individual factors, for a 
large proportion it is the result of a cultural code that defines maturity, family 
relationships, and socialization patterns with adolescent motherhood as a 
normative ingredient. In such instances, to focus on the problem as one that 
resides wholly at the individual level would seriously undercut effective preven* 
tive efforts. 

A broad vi * prevention requires an appreciation of the cultural context 
of developmeh^ owever, from the perspective of child psychiatry, there is little 
role for prevention in programs at the societal level. Psychiatrists can par- 
ticipate in public health, educational, or political programs; but such efforts do 
not maximize the unique contributions of training in child psychiatry. This 
uniqueness of concern, especially with psychodynamic issues, finds its most 
useful application at ihe level of the family regulatory system. 
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Family Code 

Just as cultural codes regulate the fit between individuals and the social 
system, family codes regulate individuals in the family system. Family codes 
provide a source of regulation that allows a group of individuals to form a 
collective unit in relation to society as a whole. As cultural codes regulate 
development so that an individual may fill a role in society, family codes regulate 
development to produce members that fulfill e role in the family and ultimately 
are able to introduce new members into the shared system. Traditionally, new 
members are incorporated through birth and marriage, although more recently 
remarriage has taken on a more frequent role in providing new femily members. 
An understanding of the family code and its regulatory principles provides a 
Krairework for identifying additional nodal points for prevention and interven- 
tion efforts. A more precise understanding of these principles may give way to 
more efficient means of prevention. 

As each culture regulates family and child behavior through various forms of 
statutes, the family regulates the child's development through avariety of forms 
that can be organized into a generic category of stories. This category includes, 
in addition to actual stories, rituals, myths, and family paradigms (Reiss 1989). 
An unresolved issue that will have importance for intervention efforts is how 
these forms are transmitted within the family and especially their level of 
representation. We shall put this issue aside at this point and restrict our 
discussion to the description of these family regulatory forms. 

Rituals 

Rituals are the most clearly self-aware of the family regulatory forms, 
Rituals are practiced by the whole family and are frequently documented. They 
may be times for takingphotographs, exchanging gifts, or preserving mementos. 
Ritual activities are by definition set off from the normal routine. The content 
of family rituals includes symbolic information as well as important preparatory 
phases, schedules, and plans. These rituals highlight role definition in the 
family. For example, at Thanksgiving the father is seen as the head of the 
household who sits at the head of the table and carves the turkey. Rituals serve 
a regulatory function by assigning clear roles or tasks to each member of the 
family. To participate in the rit ial, each family member must conform to the 
specific characteristics of the role. 

There is a developmental progression as children are able to enter more fully 
into family rituals. To participate m rituals, children must be able to under- 
stand role assignments and alter their behavior patterns to fit a new routine. 
Hudson and Nelson (1983) have demonstrated that preschool and first-grade 
children recall stories about birthday parties before recalling stories about 
routine events such as baking cookies. There is a high degree of saliency to 
ritu al8 that facilitate participation by children and encoding of family structure. 
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Stories 

Stories provide a second form for family regulations. Reiss (1989) made a 
distinction between the act of storytelling as a source of regulation and the 
content of stories as a source of information. The content of stories serves a 
communicative function at all social levels, from the cultural^ to the family, to 
dyads in the family Before written records, stories provided cultures with a 
means for passing down customs and taboos, thus regulating family members* 
behavior within the cultural code. Family stories also provide guidelines for 
individual conduct inside and outside the family. 

Family stories are deflned by the^r shared or communal act of historical 
reconstruction (Reiss 1989). They are frequently transgenerational. The con* 
tent of family stories includes descriptions of significant family members and 
events and highli^ts family customs and values. Family stories also include 
detailed information about role regulation, providing parents with models or 
guidelines for their own behavior as well as the behavior of their children. For 
example, a matriarchal family relegates the disciplinarian role to the mother. 
Family stories may include how the ^ndmother disciplined the mother. This 
story then serves as an example or justification to the next generation. The 
transgenerational component gives credence to the mother's role as dis» 
ciplinarian. 

As a regulatory source, family stories are conservatory. They have a stabiliz- 
ing effect by preserving important events and passing on a value system to the 
next generation (Reiss 1989). Family stories are fully self-aware and can be told 
by several members of the family. 

There is a strong developmental component to family stories. As a source of 
regulation, the telling of stories is a me^or feature of early relationships between 
infant and family members. Ratner and Brunher (1977) have proposed that this 
early storytelling provides a framework for the learning of conversational turn 
taking and facilitates language development. During these early years the child 
engages in storytelling by being a story-listener and will often encourage others 
to tell or read a story. It is interesting to note that this activity can be shared 
by all members of the family and across generations. 

Children are increasingly able to recall specific aspects of stories. Nelson and 
her colleagues have demonstrated that there is a developmental progression in 
the recall of stories (Nelson 1981; Nelson and Gruendel 1981). Preschool 
children readily talk about their experiential knowledge in scriptlike form, and 
these scripts affect the way in which children interpret and remember stories 
and everyday events (Nelson 1981; Nelson and Gruendel 1981). Children are 
receptive to hearing stories and organizing experiences along story lines^ which 
provides parents with the opportunity to pass down values through their 
storytelling. 
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Myths 

A thiid source of regulation in the family code are family myths, Family 
myths are beliefs that go unchallenged in spite of reality (Lewis and Beavers 
1976). Myths may have a traumatic origin and frequently have a strong 
affective component (Kramer 1985). Family myths are not open for discussion, 
nor are they readily recognized as distortions (Ferreira 1963). 

Some family myths help to regulate role definitions. For example, a tradi- 
tional family may consider females as unable to handle professional respon- 
sibilities of the work world despite the fact that they are able to balance the 
family checkbook and organize a busy household. Family myths serve a 
regulatory function through processes like rote inflation. Subtle aspects of a 
particular role may become inflated and incorporated into the myth. For 
example, parents of a physically handicapped child may believe that the child 
is also cognitively handicapped despite examples of the child's intelligent 
behavior. A myth develops that casts the child in a handicapped role that 
encompasses behaviors beyond physical limitations. In the same context, 
another family may create a myth that their mentally retarded child is unim- 
paired because of a bright-eyed appearance. 

Developmental problems can arise when the child must accept a distorted 
family myth to remain in the family or when the family imposes an inflated role 
on the child by creating a new myth. In the first instance, sexually abused 
children or witnesses to parental abuse may construct complicated stories to 
denythe wrongdoing of the family member (Strauss etfll, 1980). In the second 
instance, a handicapped child may be treated as the youngest sibling despite 
birth order or chronological age (Sigel 1986). 

Paradigms 

Family paradigms are a fourth form of family regulations. Reiss and his 
colleagues (Reiss 1981; Reiss et al. 1981) have desirribed how families develop 
paradigms that include a set of core assumptions, convictions, or beliefs that 
each family holds about its environment. Reiss et al. (1981) argue that these 
paradigms generally persist for years and even generations and are manifested 
"in the fleeting fantasies and expectations by all members of the family and, 
even more important, in the routine action patterns of daily life." Basing their 
research on empirically derived dimensions of configuration, coordination, and 
closure, these investigators have identified a faur-i:ategory typology of 
paradigms, including environment-ponsitive, consemsus-sonsitive, achieve- 
ment-sensitive, and distance-sensitive families. 

Paradigms appear to be the form of family regulatic that is the least 
articulated in awareness, although they can be expressed in family stories and 
myths. The importance of family paradigms for prevention efforta is that, 
although they can bo identified only in the course of fum:iy problem -solving 
tasks, they are manifested in the i-elationships that family members, including 
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children, form with other individuab £md groups. Thus the normal or disturbed 
behavior of children must to some degree be interpreted as an outgrowth of the 
family paradigm (Reiss et al. 1981). 

Individual Code 

There is good evidence that individual behavior is influenced by the family 
context. When individuals operate as part of a family, the behavior of each 
individual is altered (Parke and Tinsley 1987), frequently without awareness of 
the behavioral change (Reiss 1981). However, there is also no doubt that 
individuals bring their own contributions to family interactions. The contribu- 
■ tion of parents is much more complexly deterinined than that of young children, 
given the multiple levels that contribute to their behavior. We have discussed 
the socializing regulations embodied in the cultural and family codes. We have 
not discussed the individualized interpretations that each parenting figure 
imposes on these codes. To a large extent these interpretations are conditioned 
by both parents' past participation in their own family's coded interactions, but 
they are captured uniquely by each member of the family. These individual 
influences, which we have labeled style, further condition each parent's respon- 
ses to the child. The richness of both health and pathology embodied in these 
responses is well described in the clinical literature. In terms of early develop- 
ment, Fraiberg and her colleagues (Fraiberg et al. 1980) have provided many 
descriptions of the attributions that parents bring to their parenting. These 
"ghosts" of unresolved childhood conflicts have been shown to "do their mischief 
according to a historical or topical agenda, specializing in such areas as feeding, 
sleep, toilet-training or discipline, depending upon the vulnerabilities of the 
parental past." 

The effect of parental pathology has long been recognized as a contributor to 
the poor developmental status of children. While we acknowledge that in- 
fluence, we Tiust also be careful to add the contexts in which parental behavior 
is rooted, the family and cultural codes. To ignore these contexts would permit 
only limited additional success for prevention efforts that foundered when the 
child was the sole target of treatment. It is important to recognize the parent 
as a major regulating agent, but it is equally important to recognize that 
parental behavior is itself embedded in regulatory contexts. 

Regulations 

The description of the contexts of development is a necessary prologue to 
understanding psychiatric problems and the eventual design of prevention 
programs. Once an overview of the complexity of systems is obtained, we can 
turn to the search for nodal points at which intervention strategies can be 
directed. These points will be found in the interfaces among the child, the 
family, and the cultural systems, especially where regulations occur. To com- 
plete the picture, we must elaborate on the complexity of regulatory processes 
reflected in their timespan and in their level of representation. 
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llie cultural and family codes can be broken down into sets of regulatory 
functions that operate across different magnitudes of time and will require 
different intervention strategies. The longest cycle is associated with the 
macroregulations that are part of a culture's "developmental agenda. The 
developmental agenda is a series of points in time when the environment is 
restructured to provide different experiences to the child. Age of woaning, 
toilet-training, schooling, initiation rites, and marriage are coded differentlyin 
each culture, but they provide the basis for socialization in each culture. The 
validity of such agendas is not in their details, but in the fact that the culture 
is successfully reproduced in generation after generation of offspring. Macro- 
regulations are known to socialized members of each culture. 

On a shorter time base are miniregulations that include the caregi%ang 
activities of the child's family. Such activities are feeding children when they 
awaken, changing diapers when they are wet, and keeping children warm. Such 
regulations are exemplified in tho caregiving practices of coe rcive parents in 
Pattereon's (1986) work Miniregulations also are known to mt mbers of society 
and can be transmitted from member to member. 

On the shortest time base are microregulationa that refer to the momentary 
interactions between child and caregiver; others have referred to these as 
"behavioral synchrony" or "attunement" (Field 1979; Stern 1977). Microregula- 
tions are a blend of social and biological codes because, although they may be 
brought to awareness, many of these activities appear automatic. Toward the 
biological end are the caregiver's smile in response to an infant's smile, and 
toward the socialized end are "microsocial" patterns of interaction that increase 
or decrease antisocial behavior in the child (Patterson 1986). 

The three sources of regulation that have been outlined operate predominant- 
ly at different levels of the developmental system Macroregulations are the 
modal form of regulations operating in the cultural code. Cultural codes are 
written down akid may be passed on to individual members of society through 
the generic category of statutes in which we have included customs, norms, 
mores, and mythologies, in addition to actual laws that are aimed at regulating 
child health and education. The family develops their caretaking routines 
influenced by the transactions between the cultural and family codes, that is, 
between statutes and stories. As children develop, they increasingly participate 
in these transactions that serve as a foundation for social interaction. Families 
highlight the role defined for each child through rituals and develop myths that 
further regulate the child's development. The style of the family members 
contributes to the way in which the regulations will be carried out in relation to 
the individuality of each child. 

The operation of the family code is characterized by a series of transactions. 
The parents may hold particular concepts of development that influence their 
caretaking practices. As children are exposed to different role expectations and 
listen to the family stories, they make their own contribution by their particular 
style. The child's acting-out of roles in the family is incorporated into family 
O 
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stories, rituals, and myths. By becoming an active transactor in the family code, 
the child's behavior may ultimately affect the child-rearing practices of the 
parents and the creation of the code to be passed down to the next generation. 

The family code provides a bridge between the cultural code and the social 
development of the individual. Families develop strategies to negotiate cul- 
turally determined regulations. These strategies may be articulated by a family 
aiid frequently include a planning component. Areas in which families must 
develop strategies to deal with cultural codes include entering and leaving 
school, joining and leaving the work force, leaving and returning home, and 
marrying and setting up household (Hareven 1984). The family code may rely 
on the cultural co(^o in initiating the timing of the strategies, but the family code 
will regulate the amount of disruption experienced by the family members. For 
example, many school systems hold open houses for parents to enroll their 
children in school. Once the children are enr olled, they become members of that 
institution, with little additional effort expended by most families. The family 
code incorporates the developmental agenda of the culture, and the child is able 
to assume a new role outside the family— in this case, a student role. 

However, there are times when the family code employs unsuccessful 
strategies in negotiating cultural regulations. Children who develop school 
phobias are not fulfilling the cultural statute for school attendance. In many 
cases the child's failure to attend school is in part a failure of the family code to 
regulate the child's transition into school. A common scenario in such families 
begins with a child beingfearful of leaving home, is followed by a mother's failure 
to set limits for the child, and ends with the child remaining home. The child 
may present with a host of physical symptoms that encourage more attention 
from the mother and result in the child's being able to maintain a close 
relationship to her (Weiner 1970). A transaction develops in which the mother 
indulges the "sick" child, followed by unsuccessful attempts of the child to enter 
school. A strategy for dealing with the cultural statute ofschool attendance does 
not develop, and the family miniregulations come into conflict with the cultural 
macroregulat ions. 

Jay Haley (1980) has eloquently described how the family code may unsuc- 
cessfully incorporate the cultural code at the end of adolescence. Many families 
of disturbed young adults do not develop successful strategies to encourage 
independence. When the young adult makes attempts to leave home, the family 
becomes disorganized to the point of preventing the young adult's successful 
transition to autonomy. The family develops strategies to preserve the child's 
dependence; and these strategies contlict with the cultural expectations for the 
young adult's independtmce. 

Family codes are primarily expressed thmngh miniregulaiions embodied in 
caiegiving procedures. However, these regulations are modified by feedback 
from the effect of microregulations on the child. Microregulations operate on 
the level of the individual and need not be part of conscious awareness. A colicky 
infant, for example, may be difficult to comfort. This difficult temperament 
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influences the miniregulations of the family in caretaUng activities such as 
regulating sleep time. Changes in microregulations may be evident as the 
mother receives less satisfaction from the child and spends less time in direct 
eye contact. The infant, in turn, may develop a characteristic style of hi^ 
activity level to gain the mother's attention. These changes in style may develop 
as part of a transaction that is regulated out of awareness of either individual 

Targeting Prevention Efforts 

Given an understanding of the regulatory system for psychological develop- 
ment, what implications will it have for prevention? The primary application 
will be to analyze the etiology of deviant outcomes so that appropriate targets 
for intervention can be chosen. On the caregiver's side, one must analyze the 
factors that caused regulation to fail These would include such factors as 
parents not knowing the cultural code or knowing the code but being unable to 
use it because of other demands for their time and resources. Such other 
demands may include the need to be away from the home to make a living, 
life-event stresses that interfere with their caregiving, or mental illness that 
diverts their attention from their children's needs to their own. 

The family code sets the stage for the interaction of members with the broader 
social world, as well as for fostering unique perspectives in developing children. 
Idiosyncratic family stories may limit or distort both the developmental aspira- 
tions of these children and their interactions with peers and other extended 
social groups. To the extent that a child may have a developmental problem 
unrelated to the family code, the code still may place limitations on the famiiys 
ability to recruit and use community resources for support and therapy. To the 
extent that the child's problems are an outgrowth of the family code, a more 
direct confrontation may be indicated as a prevention strategy. 

The parents may know the cultural code and have a family code well adapted 
to cultural statutes, but they may be confronted by a child who does not fit the 
code. A child with a handicap, or born prematurely, or with a difficult tempera- 
ment would present such problems, In such a case, deviancy will be the outcome 
of a stress on the regulatory system. The prevention of deviancy will be a 
function of the identification of that stress, whether it comes from the child, the 
parents, or perhaps, the larger social context, 

The analysis of a variety of risk factors in the Sameroff et al (1987) study 
showed that developmental outcomes for young children are multiply deter- 
mined. No single factor wa^ always present or always absent in cases in which 
low levels of social-emotional and intellectual competency were found. In other 
words, no single factor could be identified as a cause. Given this array of 
variables, what actions can be taken to protect the child from their negative 
consequences? Certain of these variables are enduring characteristics of the 
family, for example, minority status and family size. Others are not in the usual 
(^'^nain of intervention, for example, stressful life events and marital status. 
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Another set is highly unlikely to change— occupation and educational level. 
What are left are the coping skills of the parents. These include the psychologi- 
cal variables of mental health, parental perspectives, and parent-child interac- 
tion patterns. These coping skilte are aspects of what we have previously 
described as part of the cultural and family code. These coder) compose the social 
r^latory system that guides children throu^i their development and buffers 
them from those aspects of the broader environment with which they are not 
yet able to cope by themselves. 

An ideal developmental system is one in which theenvirontype and genotype 
are in harmony, where transactions occur in an orderly fashion between the 
typical growth milestones of the child and the family and cultural codes. 
However, these codes can be organized to a greater or lesser degree, and they 
can be in conflict to a greater or lesser degree. To the extent that the cultural 
and family codes are unorganized or deviant, then the possibilities of guiding 
the child through life are correspondingly impaired. Professional intervention 
is one aspect of the environtype that we are trying to enhance to support or 
replace other inadequate regulatoiy systems. 

Regulation 

Using fl. transactional model, we now describe strategies that capitalize on 
the preceding analysis of regulatory processes to provide appropriate targets for 
prevention efforts. The addition of the environtype concept to the transactional 
model requires altering figure 1. The initial presentation of the transactional 
model emphasized the mutual regulations between child and context. The 
addition of codes required a refocusing on the continuities in the family, and 
also in the child. 

The enlarged regulation model is presented in figure 4. A set of arrows leads 
from tlie child's initial state (C i) to the child's state at succeeding points in time. 
This dimension refers to the continuity of competency within the child. The line 
gets thicker as children grow older and learn more skills for taking care of 
themselves and buffering themselves from stressful experiences. Another set 
of arrows leads from the parents' initial stete (Pi) to the parents' state at 
succeeding points in time. This dimension refers to the continuity in the 
parents' underetanding of the cultural code and their competency at regulating 
their child's development. The sets of vertical arrows refer to the actions of 
parents on children and, conversely, of children on parents. 

Prevention strategies must focus on the vertical arrows that mediate the 
regulatory functions. These strategies fall into two categories affecting, respec- 
tively, the upward and downward arrows. The upward arrows reflect the effects 
of the child on the parents. These effects can be changed by either changing the 
child or changing the parent's interpretation of thechild. Thedownward arrows 
reflect the effects of the parent on thechild. Parent effects can be similarly 
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altered by either changing the parent or changing the child s interpretation of 
Se^rent. The foUo^ng analysis will be based on the first three PoesjMitiee. 
For simplicity, these have been labelled remediation, redefinition, and reeduca- 
tion (Sameroff 1987). 



Parents 



Child 





Time 



Figure 4. Regulation tranBactional model. 



Remediation 

The strategy of remediation is the prevention mechanism aimed at repairing 
or changing the child. This strategy is based on the idea that the psychological 
development of the child is determined hy the child's biological state. Thus by 
repairing biology, one can normalize pejxhological functioning. Although there 
aremany physical conditions for which such an approach may be valid, for 
example, intestinal or caniiac anomalies, the vast m^ority of behaviorally 
disoniered children are tho result of transactional processes. In such cases, the 
intervention stritc^ is to change the child's effect on the parental regulating 
system. 

Malnutrition in infancy may be a good example of how this strategy operates. 
Although there was an early assumption that malnutrition in infancy adversely 
affected later intelligence by reducing the number of brain cells, longitudinal 
studies with appropriate control groups have shown that lower later intelligence 
in malnourished infants ia the consequence of their poor environments, not their 
poor biology (Read 1982). Cravioto and DeLicardie (1979) found that the 
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behavioral effects of malnutrition were most prevalent in families in which the 
mothers were passively traditional in their child care and provided little 
stimulation to their children. In a naturalistic study, Winick et al. (1975) 
conapared two groups of Korean children who had suffered severe malnutrition 
as infants. One group was raised by their parents in Korea and scored poorly 
on psychological tests given during adolescence. The second group w«s adopted 
by middle-class U.S. parents who had no knowledge that the children had 
suffered from malnutrition as infants. The adopted group scoi«d as well as or 
better than their U.S. contemporaries when tested. 

Poor later outcomes of malnourished infants were thought to result from the 
infant's impaired attentional processes, reduced social responsiveness, 
heightened irritability and inability to tolerate frustration, low activity level, 
reduced independence, and diminished affect. In a study based on these 
hypotheses, Barrett et al. (1982) compared a group of children who had received 
caloric supplementation during infancy with a group that did not. TTie results 
were that better nutrition was associat<xl with greater social responsiveness, 
more expression of affect, greater interest in the environment, and higher 
activity level at school age. Food supplementation of young infants interrupted 
the negative transaction in which their low energy levels failed to stimulate 
their parents to engage in adequate socialization. The failure to develop normal 
patterns of social interaction, especially with peers, found for the malnourished 
control group was prevented for the supplemented group. 

Remediation as an intervention does not tamper with the cultural code, that 
18, the parental regulatory system. It changes the child to better fit whatever 
the normative code is. For older children, both biochemical and behavioral 
approaches to remediation have been used. Hyperactive children who disturb 
their parents and teachers are frequently given medication to quiet them. The 
subdued child is better able to participate in normative interactions. Such 
children, as well as those with conduct disorders, have been given behavior 
therapies to modify their behavior so that they will be less likely to elicit negative 
responses from others in their social context. Such positive changes may be 
possible for some behavioral problems, but are less successful with more 
biologically determined problems such as handicaps or difficult temperaments. 
One cannot easily make a blind child see or a spina bifida child walk. One cannot 
easily stop some babies from having irregular sleep and eating habits or from 
having high levels of endogenously determined crying. In these cases a second 
strategy— the strategy of redefinition— must be used to prevent later dis- 
abilities. 

Redefinition 

Redefinition is required if the parents have defined the child as deviant and 
are either unwilling or unable to engage in normal developmental regulation, 
that is, caregiving. In the case of children with handicapping conditions the 
source of the parents' reactions is fairly easy to identii , When the parents' 
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reactions are embedded in their family or individual stories, however, the source 
may be more difficult to determine. 

Parents of handicapped children may try to convince society that the child 
cannot be maintained in the family and must be reared in a completely different 
setting (i e., an institution), with an appropriate abnormal child-reanng pro- 
gram for their abnormal child. In other cases, the parents may accept the 
reeponsibility for the physical care of their child but expect little in the way of 
a satisfactory psychological relationship with the r I ild (Roskies 1972). 

The prevention effort with such families is directed at a redefinition of the 
situation, at identifying for the parents the possibilities for normal child-rearing 
within what appears to be a deviant situation. In the case of children with 
handicaps, the redefinition may involve a refocus on the possibility of normal 
cofraitive and social-emotional development. In the case of a retarded child, such 
KS <x child with Down syndrome, the redefinition may involve a focus on the 
normal sequencing of development, albeit at a slower pace. 

The family may need to alter their role definitions of a handicapped child to 
incoiporate the child into their family stories. Modifications may be needed for 
the child to fully participate in family rituals. For example, if a family ritual 
includes a high amount of physical activity such as a weekend football game, 
then the physically handicapped child's role will have to be redefined or the 
ritual will have to be altered. These redefinitions allow the family to admit the 
child to their c& dgiving system. They allow the parents to successfully ex- 
perience raising their child within the caregiving system they already know. 
They may need to learn some special skills for fee^inj? or positioning the child, 
but these are only vacations of what they v^ould have done with a nonhand- 
icapped child. 

In the case of temperamental problems, the redefinitions may be simpler. 
When a colicky child who cries most of the time is perceived as emotionally 
deviant, the redefinition takes the form of indicatingthatcolic itJ only an extreme 
on a normal dimension of individual differences (Thomas and Chess 1980). 
Crying babies need not become mentally ill adults or even crying adults. 
Certainly, it is a greater strain on the regulatory system to raise a handicapped 
or colicky infant, but this does not mean that the regulatory system is not 
adequate for this purpose. 

When the source of the parents' regulation deviancy arises from within rather 
than without, the modification of the indicated family and individual stories fits 
well within the role of a child and adolescent psychiatrist or other qualified 
mental health professional. In many such cases, the child can be an unwitting 
elicitor of caretaking deviancies by some physical feature, such as having the 
wrong gender, hair color, or eye color. Along tue lines of temperamental varia- 
tion> the child may have behavioral characteristics that would not trigger deviant 
responses in most parents, but do in special cases in which they becomeenmeshed 
in family stories. But in most cases included in this category, the attributions 
arise from within the ptirent independent of the initial condition of the child. 
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General programs may be devised for general redefinition problems (e.g., 
dealing with a handicapped or a difficult child); however, when the problem 
arises from a unique family code, a much more individualized preventive 
intervention strategy is neceesaiy. The detection of "ghosts in the nursery" 
(Fraiberg et al. 1980) requires a much deeper penetration into the family code 
than would be possible in educational or support programs. 

The strategy of redefinition is to intervene so that the parents will use their 
existing regulatory system to guide the child toward normative developmental 
outcomes. Redefinition prevents an initial biological or attributed deficit from 
being converted into a later behavioral abnormality. Redefinition is a 
reasonable strategy when the parents have normal child-rearing capacity and 
when they know the cultural code. But if the parents do not know this code, if 
there are m^or gaps in their ability to raise a child at all, then redefinition 
would be an insufficient prevention strategy. 

Reeducation 

The third strategy, reeducation, simply refers to teaching parents how to 
raise children. Reeducation involves the replacement of family myths with 
normative information. Its purpose is to teach the cultural code that regulates 
the child's development from birth to maturity. The most obvious targets for 
such prevention efforts are adolescent mothere. An increasing proportion of 
children are being born to teenage, unmarried mothers who have few intellec- 
tual, social, or economic resources for raising their children. In these cases, the 
intervention is aimed at training them how to be mothera. There are few 
normative strategies among these parents, and the child's survival is more a 
function of the child's resiliency or the supporting social network than the 
parents' abilities (McDonough 1985). Other populations include parents of 
children at high risk because of either psychosocial or biological factors. 

One technique that has proven fruitful for early educational interventions is 
training parents to elicit infant behavior. Because of the lack of reflective 
capacity in very young children, a parent's behavior can elicit reflexive child 
responses that can immediately act as validators of the parent's caregiving 
behavior. With older children, behavior modification stre egies work more 
slowly with less guarantee of immediate feedback that would reinforce the 
parent's feelings of efficacy. 

Widmayer and Field (1981) compared three groups of low-income teenage 
mothers with preterm infants who either watched the administration of the 
Brazelton Neonatal Behavioral Assessment Scales and were trained to ad- 
minister an adaptation of the scales during their baby's first month, or who were 
only trained to administer the adaptation, or who did neither. Observations of 
later mother-child interactions saw improvements in the inteivention groups, 
and the infants scored higher on later developmental assessments. These very 
needy parents seemed to benefit greatly from a targeted 1 -month intervention 
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progra m. Positive effects of similar interventions were found in several studies 
of middleKslass mothers of healthy full-term babies (Liptak et al. 1983). 

Adolescent parents may be an easily identified target for education efforts, 
but there is similar ueed for knowledge even among middle-class professional 
parents. Changing enviiontypee have produced many fathers and mothers who 
havehadnoexperiencetakingcareofsiblingswhengrowingup. Moreover, they 
are now separated from their own parents, who provide the child-reanng 
training in more traditional societies. The difference between these two kinds 
of parents is that the middlenslass professionals usually will seek out the 
information to educate themselves in how to raise a child, whereas the teenage 
mother usually will not. In both cases information and trainmg are necessary 
to equip the parents with the cultural code. For some parents, havmg the 
information available will be sufficient; for others, more intrusive educational 
efforts are necessary to prevent developmental deviancies. 

The three preventive intervention strategies have been presented with ex- 
amples that are directed at different aspects of the regulatory system. A more 
comprehensive discussion would elaborate on the full matrix of remediation, 
redefinition, and reeducation strategies directed toward altering microregula- 
tions, miniregulations, or macroregulations in the family and cultural codes. 
This matrix has been worked out for eariy childhood interventions (Sameroff 
andFiese 1989), but not for the whole span of childhood included in the concerns 
of child psychiatry. Traditional therapeutic efforts have focused on remediation 
and also on the fourth strategy (not presented here), that of changing the child s 
definition of the parents. However, these effoi ts have typically not been carried 
out with a transactional process in mind. Using the transactional regulatory 
model as a basis, the effectiveness or lack of effectiveness of many traditional 
intervention strategies can be reinterpreted. 



Conclusion 



The preceding discussion has been aimed at understanding the complexity of 
contextual influences on development. Through an ecological analysb, some 
aspects of the environtype were highlighted as providing the regulatory 
framework for healthy child development. These factors included the cultural 
and family codes. The culture operates through both formal and informal 
statutes, and the family functions through a category of stories that includes 
rituals, myths, and paradigms. 

A case was made that the environment is an active force in shaping outcomes. 
However, the shaping force is constrained by the state and potentialities of the 
individual (Sameroff 1983). In an attempt to incorporate both aspects in a 
coherent model of developmer t, the utility of the transactional model for 
designing programs to prevent cognitive and social-emotional problems was 
explored. The development of these problems has been interpreted as devia- 
tions in a child-rearing regulatory system. The prevention of these problems 
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has been defined as the adjustment of the child to better fit the legv^atory 
system or the adjusts jnt of the regulatory system to better fit the child. 

Developmental jpft^vhopathology has introduced an important reorientation 
in peychiatiy. The principles of development that apply to the achievement of 
healthy growth are now seen as the same ones that apply to the achievement of 
illness (Sroufe and Rutter 1984). In this view, most illnesses are indeed 
achievements that result from the active strivings of individuals to reach an 
adaptive relation to their environment. The nutrients or poisons that ex- 
perience provides will flavor that adaptation. No complex human achievement 
has been demonstrated to arise without being influenced by experience. For 
young children, these experiences are either provided or arranged by the family. 
As children grow, the peer group and school complement, supplement, and even 
supplant family influences in providing the regulatio»is that shape development. 

Within this regulatory framework, transactions are ubiquitous. Whenever 
parents change their way of thinking about or behaving toward the child as a 
result of something the child does, a transaction occurs. Most of these transac- 
tions are normative with in the existing cultural code and facilitate development. 
Intervention becomes necessary only when these transactions are nonnorma- 
tive. A normative event for which society is prepared is one in which the family 
registers the child in school. Society responds by changing a large part of the 
child's environment through the provision of a new physical environment, the 
school; new regulators of socialization, the teachers; and a new social network, 
the classmates. A nonnormative event for which society may or may not be 
prepared is one in which the parent seelu professional help for a deviant child. 
The degree of help that can be provided is a function of society's awareness of 
how development is regulated and the availability of resources for intervening. 

In our progress toward effective prevention programs, we have reached a key 
theoretical breakthrough. The problems of children are no longer seen as 
restricted to children. Social experience is now recognized as a critical com- 
ponent of all behavioral developments, both normal and abnormal. Unfor- 
tunately, we have not yet reached the level of sophistication in theoiy and 
research that would connect each childhood problem with a corollary regulatory 
problem. A more profound enigma is that there ar'^ 'nany possible regulations 
to solve the same problem and, therefore, many po^o.ole interventions. Future 
research needs to test the relative efficacies of interventions at the individual, 
family, or cultural level. 

The role of health professionals is to prevent deviancies by intervening in the 
reov.Iation of child growth where the normative mechanisms are not functioning 
ade.iuately. The complex biological model that characterizes modern under- 
standing of the regulation of development seems an appropriate one for analyz- 
ing th9 etiology of mental illness and retardation. It permits the understanding 
of prevention at a necessary level of sophistication so that appropriate targets 
can be identified for intervention. It helps us to understand why initial condi- 
tions do not determine outcomes, either positively or negatively. The model also 
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helps us to understand why early prevention efforts may not determine later 
outcomes. There are many points in development where reg"«f 'o^^ can 
facilitate or retard the child's progress. The hopeful part of the model is that 
these many points in time are opportunities for changing the course of 
development. 

In sum, models that focus on singular causal factors are inade^iuate for both 
the study and the manipulation of developmental outcomes. The evolution of 
living s4tems has provided a regulatory model that incorporates feedback 
mechanisms between the individual and regulatory codes. These cultural and 
Kenetic codes are the context of development. By appreciating the workings of 
this regulatory system, we can obtain a better grasp of the process of develop- 
ment and how to change it. 
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A defining goal of this volume is to offer a paradigm within which the 
prevention of child and adolescent disorders can be conceptuahzed, researched, 
and translated into viable and effective intervention strategies. Our participa- 
tion in the effort reHects our firm conviction that without a paradigm, the 
scientific accumulation of knowledge is, at best, inefficient and at worst, 
impoBsiblfc. In his seminal discussion of the role of the paradigm in the history 
of thTphysical sciences, Kuhn (1970) made clear the limits of aparadigmatic 
research: 

All of the facts that could possibly pertain to the development of a given 
science are likely to seem equally relevant. As a result, early fact-gathering 
is a far more nearly random activity than the on? that subsequent scientific 
development makes familiar. Furthermore, in the absence of a reason for 
seeking some particular form of more recondite information, early fact- 
gathering is usually restricted to the wealth of dat<i that lie ready to nand. 
The resulting pool of facts contains those accessible to casual observation 
and experiment together with some of the more esoteric data retrievable 
from established crafts. 
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But thou^ this sort of fact-gathering has been essential to the origin of 
many significant sciences. . . it produces a morass. One somehow hesitates 
to call the literature that results scientific. (Kuhn 1970, pp. 15-56) 

By contrast, a paradigm serves ae a conceptual framework within which a 
phenomenon of interest is underst'xxi in terms of its evolution, maintenance, 
and alteration. Moreover, the availability of such a framework enables those 
interested in the phenomenon to organize and integrate its established 
knowledge base, identify and prioritize its unanswered questions, and ai^ly or 
refine its procedures for resolving those questions. In effect a paradigm allows 
for, indeed requires, the systematic accumulation of knowledge because it 
provides criteria for assessing each new fact's relevance to and consistency with 
the framework's theoretical foundation. Similarly, it contributes to the develop- 
ment and validation of measurement procedures by providing the "nomological 
network" necessary for construct validation (Cronbach and Meehl 1956). It also 
informs the design of necessary methodological innovations. For these reasons, 
it is important for research on the prevention of child and adolescent disorders 
to evolve paradigmaticaliy. 

Sameroff and Fiese (chapter 1 of this volume) described the theoretical base 
for the paradigmatic approach presented here. The defining tenets of the 
^^ransactional model (originally described by Sameroffand Chandler 1975) argue 
that much human behavior— whether cognitive, emotional, or physical — is 
determined jointly by characteristics of the individuals and of the environments 
in which they live. By definition, the theory is rooted firmly in an ecological 
perspective. As such, it recognizes botii individual and environmental con- 
tributors to developmental outcomes. Moreover, it appreciates the continuous 
synergistic interrelationships between these two m^or influences. Conse- 
quently, the transaction model posits that individual characteristics (e.g., a 
genetically based vulnerability or a particular temperamental predisposition) 
in manycases are manifested only underspecificenvironmentalconditions (e.g., 
in the presence of poverty or familial instability or in a setting that demands 
precise visual-motor coordination). It simultaneously recognizes that the en- 
vironment both shapes and is shaped by the individuals who inhabit it. Central 
to the model is an appreciation of the continuous nature of this process. Thus, 
throughout a person's lifespan psychological and behavioral status is influenced 
by contextual factors, which themselves are influenced by the individual. 

Sameroff and Fiese described the resulting interrelationshipe between or- 
ganism and environment in terms of "transactions." The proposed paradigm 
holds that the capacity to understand and predict human outcomes depends on 
the identification, analysis, and ultimate understanding of such transactions. 
It is assumed that with such understanding will come significant increments in 
the ability to predict and control causal and etiological contributors to child and 
adolescent disorders. 

As will become evident, we view the identification, measurement, and ul- 
timate control of such contributors to adaptive and maladaptive functioning as 
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the sine qua non of preventive intervention research. The transactional model 
argues that risk for disorder can arise from three sources: (a) characteristics of 
the individual, which are causally linked or predispose one to disorder or 
dysfiinction; (b) characteristics of the environment that impinge on the in- 
dividual; and (c) particular combinations of individual and environmental 
characteristics. Together, these elements contribute to the sequences of events 
that precede and evolve into functional or dysfunctional behavior. Sudi se- 
quencesdefine the "etiological chains" preoedingandmaintainingtheemotional 

and behavioral outcomes that prevention efforts are designed to avoid. As 
explained subsequently in this chapter, we believe that the identification of one 
or more of the links in such chains is a necessary precondition both for the design 
of interventions and, typically, for the selection of its potential recipients. 

Thus, we concur with Sameroff and Fiese's position that serious questions 
must be raised about the justification of applying a preventive intervention in 
the absence of at least partial knowledge of a disorder's etiology and of those 
factors associated with risk for that outcome (Lorion 1986). This chapter focuses 
on methodological strategies for generating and assessing such a knowledge 
base. In addition, the chapter addresses the issue of translating such knowledge 
into risk assessment and reduction (i.e., preventive interventions) procedures 
testable by preventive trials. 

Related to the appreciation of etiological chains and their associated risk 
factots is the importance for prevention researchers of understanding the 
influence of base rates on the application of their interventions and the assess- 
ment of the effectiveness of these interventions. For the most part, child and 
adolescent disordere are relatively rare events affecting, in general, fewer than 
one of ten children. Certain categories of dysfuncHon, for example, attention 
deficit disorders, occur more frequently but stia reach complete diagnostic 
manifestation in, at most, only one of four children. Other disordere, such as 
autism and other childhood psychoses, are much more rare (Achenbach 1982). 
Such population base rates are of limited use in planning preventive interven- 
tions. Because the likelihood of occurrence of specific disordere is rarely con- 
stant across all segments of the population, it is essential that one be able to 
estimate that likelihood for the recipients of one's intervention. Otherwise, it 
is impossible to interpret the preventive results of the intervention. For ex- 
ample, a rate of poetintervention disorder significantly below the population 
rate may, in fact, exceed the rate at which the disorder typically occure in the 
subgroup researched. By contrast, a rate of poetintervention disorder that 
exceeds the population base rate may, in fact, be significantly below that rate 
typically found in the subgroup involved. In either case, the actual preventive 
value of the intervention will not be recognized. The section on statistical 
considerations discusses in detail the care that must be taken to address the 
"base rate" issue in prevention research. 

Research on the prevention of child and adolescent disordere is necessarily 
developmental in nature for two reasons. As explained in detail elsewhere 
Q non 1985; 1987a) and in this chapter, we believe that preventive interven- 
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tions must be designed to impact on the processes leading to the outcomes to be 
avoided rather than on the outcomes themselves. Knowledge of relevant 
etiological chains must inform the design of prevention interventions. Under- 
standing the elements of such chains necessarily involves the acquisition of 
knowledge about multiple temporal characteristics of disorder, including the 
following: 

• The chronological sequence among the links of such a chain. 

• The latency between the occurrence ofprecursorevents or conditions and 
the manifestation of detectable signs or symptoms of dysfunction. 

• The point(s) along the identified etiological chain at which an interven- 
tion can and should be initiated. 

• The appropriate duration of an intervention. 

• The latency of intervention effects (i.e. , how long before effects appear). 

• The expected duration of intervention effects. For example, if no signs 
appear for 6 years after intervention, can one claim an intervention 
"success"? 

We believe that it is important to distinguish between preventive trials and 
clinical trials. As stated, we perceive the former as inherently developmental 
and longitudinal in nature; such is not necessarily the case with respect to 
clinical trials. A clinical trial assesses the effects of an intervention on the 
reduction or removal of a measurable condition that is present in all of the 
subjecia included in the trial. By contrast, preventive trials assess the capacity 
of an intervention to avoid part or all of the elements of an etiological chain 
and most notably the occurrence of the disorder or dysfunction of interest. In 
effect, therefore, a successful preventive intervention replaces a potentially 
pathogenic developmental process with its nonpathogenic or normative 
counterpart. We are tempted to argue that documentation of such an exchange 
of developmental sequences represents the operational definition of an effective 
preventive intervention. 

Finally, to be of practical significance, the intervention must be adoptable; 
that is, its procedures must be transferable from the setting in which they were 
developed to other settings and situations. For that reason, consideration is 
given to the meyor issues concerning the identification of effective and essential 
intervention components. We believe such "process" or "formative" evaluation 
procedures are important components of the analysis of program "adoptability." 
The latter term refers to the ease and effectiveness with which an intervention 
evolves from being a research protocol examined within a preventive trial to a 
functioning program that can be applied in a standardized fashion under 
varying situational conditions. Sensitivity to adoptability throughout the latter 
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stages of the research effort, we believe, can significantly enhance the im- 
mediacy with which demonstrably effective strategies can be applied to the 
alleviation of actual needs under real-life circumstances. 

Each topic discussed thus far is considered in detail in the pages that follow. 
Space does not permit comprehensive consideration of all topics, which are 
discussed further by Felner et al. (1983); Roberts and Peterson (1984); Quay 
(1987); Steinberg and Silverman (1987); and Rickel and Allen (1988). In 
addition, other readings are identified in the comprehensive annotated bibliog- 
raphy prepared by Buckner et al. (1985). Our intent in this chapter is not to 
dimuss the evaluation of preventive interventions whose effectiveaess has 
ali-eady been ascertained through preventive trials. Rather, our emphasis is on 
the development and application of the knowledgebases on which interventions 
will be designed and tested. Thus, we examine ways to think about and design 
research the results of which will inform the development of viable prevention 
strategies and eventuate in rigorous preventive trials. Once developed and 
validated, such strategies need to be examined systematically in terms of their 
adoptability to other settings and different populations, with both summative 
and formative evaluations. Discussion of those procedures is presented by Price 
and Lorion in chapter 3 of this volume. 

Outcomes of Preventive Interventions 

Two approaches for classifying preventive outcomes have received consider- 
able attention by the mental health disciplines. The approach proposed by 
Caplan is discussed here. The alternative offered by Gordon (1983) is described 
at the beginning of the next section. 

More than two decades ago, Caplan (1964) urged adoption of the classic triad 
of prevention outcomes used by public health practitioners. These prevention 
efforts— primary, secondary, and tertiary— are discussed here in reverse order. 

Tertiary Prevention 

Tertiary prevention refers to efforts that avoid the sequelae of established 
disorders. Tertiary efforts seek to minimize the long-term and secondary 
consequences of disorder, including those related to chronicity and to participa- 
tion in a treatment protocol. Many (e.g., Albee 1982, 1983, 1986; Bloom 1984; 
Cowen 1983) have argued that tertiary efforts are, in fact, not preventive 
because they are initiated only after a disorder has been established. From one 
perspective, this is undoubtedly true. Yet it also assumes that the individual is 
irreversibly altered by the disorder and that having the disorder is a continuous 
state. The transactional model, however, posits that the presence or absence of 
symptoms depends on the occurrence of specific transactions between the 
individual and the environment. If pathogenic transactions can be avoided, 
then not all episodes need occur. Thus, tertiary prevention includes efforts to 
O "id recurrent episodes of presumably chronic conditions (e.g. , conduct disor- 
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ders or chemical dependency) or of the significant sequelae that often accompany 
dysfunction (e.g., the behavioral concomitants of learning disorders). For this 
reason, we question the categorical elimination of the pursuit of such outcomes 
from ^%rue" prevention efiTorts. Given the considerable demand on the nation's 
mental health and human service resources, national prevention goals should 
include the avoidance of repeated institutional placement; of long-term depend- 
ence on treatment services; and of the negative concomitants of cognitive, 
emotional, and behavioral handicapping conditions. 

Of course, such inclusion blurs the distinction between treatment and preven- 
tion. Nevertheless, the potential benefits of designing viable strategies that 
control such burdensome sequelae of chronic disorders may justify the resulting 
conceptual imprecision. Furthermore, tertiary efforts directed at one condition 
may have preventive consequences for another. To date, evidence of the value of 
their strategy has primarily involved i^ysical conditions (e.g., control of hyper- 
tension to prevent heart attacks and arteriosclerosis). Its applicability to emo- 
tional and behavioral disorders (e.g., remediation of learning disabilities to 
prevent alcohol and other drug abuse), however, appears worthy of investigation. 

Secondary Prevention 

Effective secondary efforts reduce the number of active cases of a condition 
in the population, that is, its ''prevalence'— the total number of cases (or 
proportion of the population) in existence at a given time. Prevalence reflects 
the combined contributions of "incidence" (i.e., the rate at which new cases 
develop during a specified period of ex^ osure) and the average duration of a 
disorder or condition. Secondary efforts reduce prevalence by affecting 
chronicity. 

Strategies that affect duration early in the genesis of disorder are called 
secondary prevention by public health practitioners. Such strategies are 
designed to interrupt the continued evolution of pathogenic processes and 
thereby to avoid the complete clinical manifestation of the disorder. By effecting 
preclinical states, secondary efforts preclude the need for standard treatment 
procedures. Secondary prevention outcomes depend on the successful design 
and application of psychometrically sound screening procedures that detect 
individuals experiencing preclinical states. Secondary prevention includes ef- 
fective early intervention strategies that abort what would otherwise be a 
pathogenic sequence leading to an established disorder. The many advantages 
of secondary prevention efforts over tertiary procedures include the avoidance 
of seriou^ levels of dysfunction, the minimization of the secondary consequences 
of dysfunction, and the option of applying relatively inexpensive and nonin- 
trusive interventions. Successful secondary prevention strategies give truth to 
the aphoiism that a ''stitch in time saves nine." 

Primary Prevention 



Even though secondary prevention efforts are preferable to the applica- 
O ji of treatments to established conditions, such strategies do not protect 
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individuals from experiencing preclinical states, nor do they avoid the onset of 
pathogenic sequences. As a consequence, some consider them not truly ''preven- 
tive" (e.g., Bloom 1984;Cowen 1983) and others consider them only questionably 
distinct from treatment (Albee 1986). The third public health category of 
prevention,primao' prevention, represents the ideal for all. Designed to reduce 
prevalence by lowering the incidence rate, primary prevention efforts reduce 
the number of individuals in whom the relevant pathogenic sequence is in- 
itiated. In essence, primary prevention efforts replace one developmental 
process with another. They share this characteristic with all other forms of 
prevention. They are distinguished, however, by their intent to avoid entirely 
the onset of the pathogenic sequence. As noted by Catalano and Dooley (1980), 
onset may be avoided either reactively through the elimination of a pathological 
sequence or proactively through the i nitiation of a positive adaptation-producing 
sequence. In either case, as discussed later in this chapter ("Analysis of 
Intervention Components" and "Statistical Considerations"), it is the 
demonstration of that change in the onset ot processes that operationally defmes 
the distinction between primary and secondary prevention. If equally effective, 
both would achieve comparable results in terms of reducing the number of cases 
requiring treatment. In addition, however, the primary prevention group would 
not have experienced relevant preclinical states. 

Thus, Caplan's proposed adoption by the mental health disciplines of public 
health's triad of preventive outcomes offers three categories of intervention to 
apply in responding to child and adolescent disorders. In effect, one can avoid 
onset, the exacerbation of preclinical states, or the sequelae of treatment and 
chronicity. Caplan's suggestion that the mental health disciplines model their 
preventive efforts after those traditionally used by public health practitioners 
no doubt contributed to the disciplines' increasing involvement in the design of 
preventive interventions during the past two decades. At this time, however, it 
is appropriate to examine the value of these categories to produce further 
progress in the pursuit of effective preventive interventions. In our view, 
inadequate attention has been paid to the fact that selection among these 
alternative-^ presumes the availability of quite distinct bodies of knowledge: 

In the absence of knowledge of a disorder's causes and/or of the in- 
dividual, familial, and environmental conditions for its manifestations, the 
initiation of a primary prevention effort appears premature. Similarly, if 
one is ignorant of the preliminary manifestations of a target disorder, 
unable to systematically detect their presence, or incapable of altering 
their evolution, one is unprepared to attack a problem at the secondary 
level. Finally, if we are unaware of how a specific skill develops and is 
maintained in the everyday environment, enhancement efforts may need 
to be deferred. (Lorion 1983, p. 257) 

As noted by Sameroff and Fiese, application of the public health classificatory 
schema to emotional and behavioral disorders creates some problems. For 
example, unintended though it may be, the labels "primary," "secondary," and 
O iiar/' imply priority among those alternatives. Yet, selection among them 
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should be based on characteristics of the disorder to be avoided and the logistics 
of program implementation. This issue is discussed in some detail later in this 
chapter. At this points we simply encourage the reader to remain open minded 
about all three forms of preventive intervention. We also propose that the 
debate about their respective merits be deferred until specific examples of 
demonstrably effective strategies are available for direct comparison. 

It should also be noted that the public health categories of preventive 
interventions relate to a particular model of how disease evolves. Specifically, 
as pointed out by Sameroffand Fiese, the categories are best applied to disorders 
that follow a simple mechanistic and linear process from onset to clinical 
manifestation. This model is best illustrated by a viral infection, such as 
measles, in which an agent (i.e., the virus) invades the host and thereafter 
follows a predictable course leading to a diagnosable disease state. To the extent 
that the transactional model accurately portrays the evolution of emotional and 
behavioral disorders, however, questions arise as to the consequent meaning of 
''onset'' and the "course of disease evolution." 

Onset 

"Onset" implies that there exists an identifiable point in time before which 
the disease process was not operative in the organism and after which it was. 
Identifiable perhaps in the case of the measles virus, onset seems much less 
easily established in the transactional model, in which disorder represents the 
consequence of a sequence of increasingly disruptive transactions between the 
organism and its environment. Where along that sequence does one place onset? 
Given the fact that early stages of such sequences appear with much greater 
frequency in the population than oases of established disorder, the criteria for 
defining a "case," that is, for distinguishing its presence or absence, must be 
carefully operationalized. Yet, as noted by Long (1988), the disability associwted 
with emotional and behavioral disorders more often than not develops along a 
continuum "from barely identifiable behavior to disabling symptoms and break- 
down" (p. 827). Where along that continuum do3s one place the onset of disorder 
per se? 

The definition of onset in terms of the initiation of a pathogenic process raises 
significant conceptual and measurement challenges for prevention researchers, 
because at that point, by definition, there are no individual signs of disorder or 
dysfunction. By contrast, the definition of onset in terms of the presence of 
"preclinical signs and symptoms" appears to preclude the achievement of 
primary prevention goab. Moreover, the definition of onset of a pathogenic 
sequence i^ complicated by the fact that often individual or environmental 
characteristics that precede many disorders do not necessarily result in disordor 
(Sameroffand Chandler 1975). For that reason, such characteristics cannot be 
used exclusively to define onset. 

In a sense, the transactional perspective presents a deterministic view of 
pathogenesis; that is, one's vulnerability to disorder is a function of one's 
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experience before that given point in time. In other words, the appearance of 
symptoms reflects both historical and contemporary factors. Transactional 
processes, however, do not cease at that point. Rather, transactions between a 
"child with a disorder'* and the environment determine whether and how 
disorder is maintained, exacerbated, or alleviated. Adoption of the transaction- 
al model requires that we not lose sight of its ongoing, dynamic nature. 

Whereas in some instances a "pathogen" can be identified— for example, the 
loss of a parent through death or divorce— in others the sequence of life 
experiences per se appears pathoj^enic. In the former instance, one mi^t fix 
onset at the time of the event; in the latter, the concept of onset seems less 
applicable. As one reviews the range of emotional and behavioral disorders that 
affect children and adolescents, it becomes apparent that a few (e.g., reactive 
depression or alcohol and other drug use) may have identifiable onsets, whereas 
most (e.g., attention deficit disorder, autism, childhood schizophrenia) may not. 
That the issue of onset is important in conceptualizing preventive interventions 
and in designing methodologies for their evaluation is emphasized by Albee 
(1982): 

Primary prevention efiforts are aimed at reducing the incidence of mental 
disturbance in groups of people. Incidence refers to the total number of 
new cases appearing within a specified time period, llierefore, it is 
important in determining incidence to be able to tell when a condition 
actually begins The more vague the time of onset, the more difficult it is 
to measure incidence, and the greater the temptation to use prevalence, 
the total number of cases that exist within a specified time as a measure 
of rate. (p. 1045) 

Albee (1982, 1986), among others (e.g., Cowen 1986; Long 1986), argues 
against using prevalence as an outcome for preventive interventions. Under- 
s'lAndably, they view avoiding onset as ihe ideal goal of prevention. Their 
prjsition, however, leaves unanswered the alternative to influencing prevalence 
in those cases in which onset cannot be fixed. Within the category of significant 
disorders without definable onset, one must include attention-deficit disorder, 
specific learning disabilities, nonireactive depressions, and most childhood 
psychoses. Together these conditions constitute the mtyority of child and 
adolescent dysfunctions. For that reason alone, reducing their prevalence 
should represent an acceptable goal of preventive efforts. 

Strategies that interr apt the progression of an ongoing pathogenic sequence 
have important heuristic benefits. As stated elsewhere: 

In contrast to ai\ apparent trend to dismiss the real and potential 
contribution of secondary efforts as insignificant in relation to the promise 
of primary approaches, we argue that secondary efforts offer both an 
opportunity for imm(jdiate reductions in rates of disorder and the potential 
for highlighting promising routes for primary preventive efforts. Logis- 
tically, secondary efforts involve technologies that are closely related to 
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those available to most traditionally trained mental health professionals 
(le,y screening, diagnosis and treatment). Moreover, those served by 
secondaty efforts are deemed by the general public to be appropriate for 
the receipt of publicly funded services. Although they are less intense and 
debilitating than those of traditional clientele, the needs of secondary 
prevention target populations can be documented and, in a world of 
increasingly limited human service resources, justified for both humane 
and economic reasons. Secondary preventive efforts reduce human suffer- 
ing at minimal cost (Cowen, 1973). Overall, the advantages of active 
secondary preventive efforts are clear. We can carry out such efforts now 
and, in the process, gain both information and . . . important credibility for 
the concept of prevention. (Lorion and Lounsbury 1982, pp« 28-29) 

Rather than emphasizing the theoretical distinctions between primary (i.e., 
incidence focused) and secondary (i.e., prevalence focused) preventive efforts, 
Wo propose that their overlapping value for emotional and behavioral disorders 
be appreciated. We further propose that they be understood and operationalized 
within the transactional perspective. In doing so, we believe that prevention 
researchers will be confronted with challenges that, when resolved, will make 
possible an acceleration of the pace at which positive evidence of prevention's 
impact is found and reported in the literature. (Central to these challenges is 
the need to understand that the target of preventive efforts is the processes that 
lead to disordered states rather than the states themselves. In explaining the 
transactional perspective, Sameroff and Fiese described behavioral and emo- 
tional status at any point in time as reflecting the product of synergistic 
exchanges among individual and environmental factors over time. By under- 
stcmding behavior as the observable manifestation of a continuous sequence of 
underlying normative or pathological processes* one gains insight into what we 
believe will be a productive approach to conceptualizing preventive interven- 
tions. If, as proposed, diagnosable conditions represent the product and ongoing 
occurrence of such processes or pathogenic sequences, the focus of preventive 
interventions should be on the avoidance or alteration of those sequences. In 
effect, within this framework, primary prevention would be defined operation- 
ally as the replacement of a pathogenic sequence that was to have occurred with 
a normative sequence. In this instance, however, the problpm of defining onset 
remains a serious obstacle. Secondary prevention, by contrast, would involve 
the alteration of an ongoing pathogenic process so that its anticipated pathologi- 
cal outcome is replaced by a normative transactional pattern. 

Focusing on the prevention of sequences or processes as the key to avoiding 
diagnosable end states increases our ability to assess the effectiveness of 
interventions. In essence, one now has the potential to assess repeatedly the 
degree to which the preventive goal is being achieved and to identify individual, 
environmental, and programmatic elements that contribute to or detract from 
that effort. Adopting terminology introduced by Price (1982), one can label the 
diagnosable end state as the ''distal outcome,'' that is, the behavioral state that 
occurs at the end of the pathogenic sequence. Prior to that point, however, one 
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assumes that there exist (to paraphrase Long 1986) "increasingly identifiable 
behaviors'' representing intermediary steps between normal functioning and 
pathology. Such intermediary steps can serve as marker indicators signaling 
that either a new sequence has been initiated or an existing one has changed in 
a positive direction. Again, using Price's terminology, we label the assessment 
of such steps as '"proximal outcomes." Thus, selection between primary and 
secondary approaches will be determined not in terms of one's preference but 
instead in terms of the completeness with which one can articulate the relevant 
proximal outcomes leading to the distal outcome of interest. Ultimately the 
decision among alternative prevention strategies must be based on the 
availability of psychometric procedures to differentiate cases, that is, ''those who 
do or do not have the disease" (Bloom 1984, p. 198). 

Course of Disease Evolution 

Complicating this seemingly simple discrimination is the inevitability of the 
course of disease evolution alluded to earlier. Emotional and behavioral dys- 
functions rarely have a single identifiable cause. Reciprocally, an identified 
causal factor, for example, a critical life event or stressful transition (Felner 
1984), can affect an individual's vulnerability for a number of disorders. Within 
the transactional perspective, one would interpret this "spectrum of disr .ers" 
effect as reflecting both the sensitivity of a range of individual vulnerabilities 
to certain events and the influence of environmental factors in determining how 
that vulnerability manifests itself. This explains, in part, why an identifiable 
perceptual-motor deficit may look like an isolated reading impairment, a con- 
duct disorder, or an affective disturbance. Often, a combination of these deficits 
will be present (Ross 1977; Silver 1984). 

Inevitability is an important concern because conditions defined as end states 
for children and adolescents (e.g. , attention*deficit disorders, conduct disorders) 
also frequently represent markers for adult disorders (Kellam et al. 1983; Small 
1973). Of course, justifiable questions have been raised about the predictability 
of adult disorder based on the occurrence of childhood conditions (e.g., Kohlberg 
et al 1972; Rutter 1972). Consistent with the transactional perspective, at least 
some portion of the reported diiscontinuity can }>e explained by such environ- 
mental events as the availability of adeciuate social support networks (Heller et 
al 1986; Rutter in press). An additional portion will undoubtedly be explained 
by the fact that certain disorders (e g., specific learning disabilities) depend on 
the presence of specific euvironmentai conditions for their manifestation (e.g., 
assignment of a child with an auditory perceptual impairment to a classroom 
that emphasize a phonetic rather than a sight-word approach to reading). 

ThuB, the prevention-orient^Ki researcher and clinician is confronted by a 
most complex situation when focusing on child and adolescent disorders. 
Specific outcomes can represent the result of quite distinct pathogenic se- 
quences. Rarely will a single cause be found for a single condition. More likely, 
disorder vnW appear foilov/ing the occurrence of a sequence of increasingly 
gt^^blematic behaviors. As the individual displays each of the behaviors char- 
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acterizing the sequence, the environment's response to that behavior will 
influence positively or negatively the likelihood that a subsequent pathogenic 
step will be taken. Rather than a deterministic process, the sequence, in fact, 
is stochastic. As Sameroff and Chandler (1975) and Sameroff and Fiesa report, 
one can document numerous examples of individuals whose evident risk for 
disorder was overcome by a nurturant or responsive environment. In effect, at 
multiple points along a pathogenic trcgectory, the introduction of the necessary 
and appropriate regulatory process can induce the likelihood of dysfunction. 
Similarly, the emergence of a required skill (e.g., social competence) by an 
individual can increase the environment's support and subsequent assistance 
to avoid disorder. Heuce, throughout the process, the potential exists for 
increasing or decreasing the likelihood of a negative outcome. 

It seems reasonable to assume that tho accuracy of risk assessment and the 
potential for determining who will or will not eventually manifest the disorder 
is a function of an individual's location along the pathogenic course. Thus, we 
h}rpothesize that one's risk level relative to the population at large can be 
assessed in terms of the number of proximal outcomes displayed. Thus, based 
on the number of developmental markers passed, one can describe an individual 
or subgroup as being at increased or decreased risk for an outcome(s) of concern. 
Thus, the earlier one intervenes in the sequence, the less certain it is that the 
recipient of one's effort will actually manifest the disorder of concern. Converee- 
ly, the later one intervenes, the greater is the certainty that dysfunction will 
occMt if nothing is done. At the same time, however, by that point, both the 
individual and those around him or her have already suffered to a considerable 
extent; and the likelihood of reversing the outcome may be quite low. Although 
the relation is not statistically established, we suggest that predictive certainty 
and preventive potential are inversely related; that is, as one increases the other 
de<!reasee and vice versa. If accurate, this assumption imposes on prevention 
researchers the responsibility for selecting recipients of their interventions in 
as sensitive and timely a manner as possible. 



Selection of Intervention Recipients 



The transactional perspective makes evident the complexity of predicting 
specific risk for child and adolescent disorders. The base rate at which such 
disorders ocnnv in the general population ranges from a high of 20 to 25 percent 
for attention deficit disorders and learning disabilities (McGuinness 1985) to 
well below 1 p^^^cent for childhood autism and schizophrenia (Achenbach 1982). 
It appears that childhood depression and alcohol and other drug use fall between 
these extremes. Given the infrequency of the occurrence of emotional and 
behavioral disoi-ders, it is both inefficient and potentially risky to apply piw^en- 
tive efforts in a wholesale manner. In fact, in some instances, the major risk 
faced by the recipients of prevv^ntive interventions relates to the possibility of 
iatrogenic effects from the intervention itself (Lor ion 1987a). For example, 
^*sten et al (19 78) reported that premature (i.e., before it was dovelopmentally 
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appropriate) application of a secondary preventive intervention to reduce 
prohieroB related to anxiety and aggreesion increased their occuiTence in the 
©xperimeatal population compared with their control group peers. Recognition 
of the possibility that preventive interventions may have unintended negative 
coiasoqu0riC0& should lead those implementing such interventions to include in 
their evaluative design strategies for detecting such unintended outcomes. 
Appreciation of prevention's iatrogenic potential also demands that we ensur 
that the recipients of such interventions are at sufficient risk to justify their 
involvement in the preventive intervention. Further discussion of selection 
issues is provided in a later section ("Statistical Considerations") in the ex- 
amination of the effect of low base rates on the power of evaluative designs for 
preventive interventions. 

Gordon's Categories of Prevention 

The importance of targeting preventive efforts to appropriate recipients is 
underscored by Gordo:. (1983). He argued that the multiple distinctions be- 
tween infectious disorders and behavioral dysfunctions justify replacing the 
public health categories of preventive interventions (i.e., primary, secondary, 
and tertiary) with categories reflecting who receives the intervention. Gordon's 
proposal also highlights the aforementioned fact that preventive interventions 
can have iatrogenic consequences. In Gordon's view, the risk of such consequen- 
ces should be considered along with the recipient's vulnerability for the disorder 
in justifying the implementation of any preventive intervention. 

Universal Interventions 

G ordon labeled as "universal" those interventions designed for reception by 
all segments of the population. Examples include such public health strategies 
as clean water regulations, fluoridation, and immunization requirements for 
school entry. Other examples include the use of public service announcements 
to influence attitudes and behaviors about alcohol and drugs; revision of 
primary-grade curricula to include training in interpersonal skills; and parent- 
ing workshops to reduce child abuse and enhance children's self-esteem. 
Universal interventions, according to Gordon, are mass distributed and there- 
fore tend to have relatively low cost per unit of service. They tend also to be 
minimally intrusive and nonspecific and may therefore be limited in their 
capacity to produce dramatic change. This limitation reflects, in large part, 
their general fc-us and their need to be acceptable to and safe for wide segments 
of the population, Frequently the direct effects of universal intervention on 
the incidence or prevalence of disorder are difficult to measure. 

Selected Interventions 

Whereas universal interventions are made available to all, "selected" inter- 
ventions are directed toward those segments of the population characterized by 
epidemiologically established risk factors (e g., offspringof a teenage mother or 
alcoholic parent). Such individuals are known to be at increased risk for one or 

ERIC 



68 



PREVENTION OF MENTAL DISORDERS 



more identifiable disorders. Knowledge of the intervention recipients' above- 
average risk level for specific outcomes enables the intervention's designer to 
sharpen the focus and intensity of the effort. This increased focus may also 
increase the intervention's iatrogenic potential, causing some recipients to 
respond negatively to elements of the intervention. For that reason, its applica- 
tion is limited to those at enhanced risk For those, it is assumed that the 
potential for the preventive intervention to have negative consequences is 
outwei^ed by demonstrated likelihood that the participants' risk for the 
disorder of concern will be reduced. Inclusion in selected interventions is based 
not on characteristics of specific individuals but rather on the presence of 
demographic or experiential characteristics (e.g. , loss of a parent or assignment 
to a foster home) associated with increased risk for population subgroups. The 
goal of such interventions is to respond early enough to reduce the level of risk 
and thereby decrease the incidence of disorder in the vulnerable subgroup. 
Public health examples of such strategies include targeted antismoking efforts 
(e.g., for spoiibes of victims of cardiovascular disorders or parents of asthmatic 
children) and influenza immunisation programs for the elderly. Additional 
examples include programs for the children of alcoholic or depressed parents, 
infant stimulation programs for the offspring of schizophrenic or adolescent 
mothers, and stress inoculation programs for children scheduled for elective 
surgery. In effect, selected programs are designed to reduce the occurrence of 
an identified disorder in a subgroup of the population at increased risk for that 
dicorder. 

Indicated Interventions 

Gordon's universal and selected categories involve interventions targeted to 
groups rather than to individuals. His third category, "indicated," refers to 
strategies designed to reverse, in specific individuals, an already initiated 
pathogenic sequence. Similar to secondary preventive interventions, indicated 
interventions require the availability of sensitive screening procedures to iden- 
tify individuals who are displaying preclinical signs of emotional or behavioral 
disorders. Indicated interventions are provided to specific individuals with 
specific indexes of dysfunction. Because of their specificity and intensity, 
indicated interventions are likely to have higher potential for iatrogenic effects 
than either universal or selected strategies. (Jordon argued that this increased 
risk for negative effects is balanced both hy the immediate needs of program 
participants and by their epidemiologically established risk for more serious 
subsequent dysfunction. If successful, indicated interventions address both of 
these needs. Thus, the early signs are alleviated and the underlying pathogenic 
process is arrested. 

An important difference between the public health prevention categories and 
those offered by Gordon is the latter's emphasis on the intervention's 
recipients rather than on its intended outcomes. A second difference is its ac- 
knowledgment of the potential for iatrogenic effects that accompany preventive 
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interventions. Without intending to exaggerate the likelihood of such outcomes, 
it is important to appreciate the fact that they can occur. As stated elsewhere: 

To assume (as opposed to demonstrate) that preventive strategies will 
have only positive or, at worst, neutral consequences represents a naive 
and irresponsible position. It is inconceivable that an intervention 
which is designed to avoid or limit the impact of a pathological process or 
to generate heretofore absent inter or intrapersonal competencies could 
not be recognized as also able to cause negative outcomes (Lorion 
1983, p. 252). 

Attending to the base rate of child and adolescent disorders provides insight into 
the issue. If, for example, 6 percent of the population may eventually display 
an affective disorder and an intervention to prevent such disorders were applied 
to the general population, the only risk for 94 percent of its recipients is for a 
negative respor^e to the intervention. Evidence of the reality of such iatrogenic 
effects in children has been reported by Gersten et al. (1978) and Lorion et ai. 
(1974). McCord (1978) also provided an interesting report on the long-term 
consequences of a program to reduce delinquency risk in male adolescents. 

Urging that prevention researchers appreciate the negative potential of their 
interventions is intended as a plea for caution and not as a call for a moratonum 
on preventive trials. We believe that such caution should be displayed i i two 
ways. First, as discussed in detail in chapter 3 by Price and Lorion, evaluation 
designs should include the capacity to assess both intended and unintended 
outcomes. Through such research, we expect that negative effects can be 
identified, understood, and minimized. The second approach to minimizing 
iatrogenic effects is to gather sufficient epidemiological data about the risk 
factors associated with emotional and behavioral dysfunctions to allow for the 
carr?ful selection of intervention recipients. Ideally, use of risk factor informa- 
tion should result in the identification of potential program participants whose 
risk for the outcome to be prevented exceeds the population base rate. Obvious- 
ly, weie everything known about the etiology and evolution of the disorder and 
were one to defer intervention until the occurrence of a sufficient number of 
marker signs along the pathogenic sequence, the accuracy of one's selection 
would increase substantially. In the absence of those options, however, the 
challenge confronting prevention researchers is to identify a sufficient number 
of risk factors or marker signs so that interventions can be designed that either 
avoid the onset of or interrupt as soon as possible the pathogenic sequence 
relevant to the disorder to be avoided. 

Sources of Risk 

A common pathogenic sequence can precede a number of clinical manifesta- 
tions of disorder. Concretely this means that certain individual characteristics 
(e.g., genetically determined \TiInerabilities; personality characteristics) and 
environmental characteristics (e.g., poverty, familial instability, the occurrence 
of a critical life event) uniquely and in combination can place a person at risk 
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for emotional and behavioral disorder. The factors that determine how and 
when the disorder will manifest itself are, for the most part, unknown. The 
transactional perspective, however, provides a framework within which such 
information can be acquired and understood. It does so by identifying both 
potential sources of risk and potential mechanisms whereby the risk factors 
contribute to the development of pathology. 

Within Sameroffs framework, the classic public health triad of agent, host, 
and environment are important elements of the concept of risk. The first of 
these, the agent, refers to the specific cause of the disonler. The transactional 
model asserts that potential causes can include characteristics of the individual, 
of the environment, or of their combined influence. Examples of characteristics 
of the individual that cause or contribute to pathology include genetic and 
congenital factors related to such disorders as mental retardation, autism, 
schizophrenia^ attention-deficit disorders, specific learning disabilities, aflfec- 
tive disorders, and alcoholism. Also included within this category of risk factors 
are characteristics, in part physiological and in part psychological, related to 
temperament, tolerance of stress, intellectual and interpersonal skills, and 
perceptual acuity. 

A second source of risk relates to characteriBtics of the environment that can 
contribute to emotional and behavioral dysfunction. Examples include personal 
(e.g., an abusive parent) and impersonal (e.g., an auto accident) causes of 
physical injury, particularly to the cox-tex; intense stress from a demanding 
physical setting; characteristics of the familial and peer environment; and the 
experience of significant life events (e.g, loss of parent throu^i death or divorce; 
moving to a new city; or having a chronically ill sibling). 

The third source of risk involves the consequence of combinations of in- 
dividual and environmental factors. Examples include having a schizophrenic 
or depressed mother and losing one's father through death; being highly sensi- 
tive to stress and the offspring of a highly mobile family; having a visual 
perceptual impairment amf being assigned to a classroom in which the primary 
means of information exchange include reading and working at the chalkboard; 
living in a neighborhood that associates masculinity with athletic skill and 
hrtving poor motor coordination. 

The transactional paradigm hypothesizes that behavioral and emotional 
status at any point in time represents the consequence of prior and Continuing 
synergistic interactions between individual and environmental characteristics. 
As a consequence, it must be recognized that in many cases an individual's risk 
level varies over time. As Bell (1986) accurately reminded us, depending on 
individual, familial, and environmental circumstances, achild maybe protected 
against or vulnerable to emotional and behavioral disorder. Hence we must 
design our intervention and evaluation techniques with sr ch risk variability iu 
mind. We must also appreciate the fact that in some instances, the influence of 
a risk factor on adjustment may be direct. For example, genetic or congenital 
events will result in mental retardation or an organic brain syndvome. In most 
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inetancee, however, the extent of dysfunction and disability, if any, depends on 
the sequence of synergistic events that lead up to and follow the risk factor. 
Thus, for example, research findings reported by Gannezy and Rutter (1983) 
inform us that certain developmental experiences serve as positive risk factors 
or buffers, which decrease one's vulnerability to stressful life events and rein- 
force one's psychological resilience and capacity for adaptive coping. Similarly, 
the availability of social support during and after the occurrence of a risk- 
producing event has important implications for its pathogenic impact (Heller et 
al. 1986). In fact, Thoits (1986) proposed that "social support might be usefully 
reconceptualized as coping assistance, or the active participation of significant 
others in an individual's stress management efforts" (p. 417). 

The identification of risk factors represents a major challenge for the mental 
health research disciplines. If obtained, such information may provide impor- 
tant insights into underlying pathogenic processes and allow for the ust< of what 
Gordon (1983) labeled as "selected" intervention strategies. As the criteria for 
the selection of program recipients increase, so too does the power of its 
evaluative design. This latter point is discussed more completely in the section 
entitled "Statistical Considerations." 

Case-Control Study 

An important epidemiological strategy for risk factor identification is the 
case-contro, study. Also commonly called a retrospective study, this study 
follows a paradigm that proc^^ from effect to cause. In the typical caseK;ontrol 
study, individuals with a particular condition or disease (i.e., the "cases") are 
selected for comparison with a ser'es of individuals in whom the condition or 
disease is absent (i.e., the "controls"). Cases and controls are compared with 
respect to existing or ijast attributes or exposures thought to be relevant to the 
development of the condition or disease under study (Schlesselman 1982). 

The logic of the case-control study is to proceed from an outcome, effect, or 
disease to an efficient and broad search for antecedente that may be causes. 
When little is known or agreed on about the disease except that it is to be 
avoided, his manner of exploration is particularly logical. The second impor- 
tant part of the logic is the use of the controls to establish a base rate of frequency 
for comparison. The case-control study is efficient particularly in rare diseases, 
because cases can be located through clinics or hospitals. 

An important result of the case-control study, as well as other epidemiological 
strategies, is the determination of "attributable" risk. Attributable risk is "the 
maximum proportion of a disease that can be attributed to a characteristic or 
etiologic factor; alternatively, it is considered the proportional decrease in the 
incidence of a disease if the enMre population were no longer exposed to the 
suspected etiological agent" (Lilienfeld and Lilienfeld 1980, p. 217). At- 
tributable risk quantifies the importance of individual risk factors in a manner 
that is easy to understand and allows us to rank them in terras of importance. 
For example, significant early case-control study on smoking and cancer showed 
v.* 
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that about 36 percent of the lung cancer cases in the United States would not 
have occurred if no one smoked. 

The case^ontrol study may not be as well adapted to the transactional 
paradigm as it is to epidemiologic studies in the medical paradigm. For one 
thing, the medical paradigm works best in the presence of a single clearly 
definable outeome. In the transactional paradigm we are typically interested 
in more than one outcome^ and part of our research efTort is to learn more how 
to define the concept of outcome. The case-control study allows searching 
throughout the entire life of the individual before the study, and m this sense it 
is very efficient for an exploratoiy endeavor. But any attempt to link variables 
over time in the type of synergistic interactions that are centrally embedded in 
the twmsactional paradigm is awkward. This restricted abilit;, search for and 
mouei temporal associations is a crucial weakness for the case-control design in 
developmental studies. 

Transactional Sequence 

The transactional perspective has important implications for risk-factor 
research. Implicit in this paradigm is the recognition that one must simul- 
taneously examine individual, environmental, and transactional elements as 
precursors t: emotional and behavioral disorders. The paradigm also suggests 
that one can concepts •^' i'^e risk exclusively in terms of one's potential for the 
end*state condition of . .erest or in terms of one's potential for experiencing one 
or more of Kte proximal or marker outcomes defining its pathogenic path. In 
other words, the accuracy with which we choose recipients of our preventive 
interventions may be increased if we use early risk factors, be they demogrephic 
characteristics or '"barely identifiable behaviors" (Long 1986, p. 327), as predic- 
tors of subsequently appearing precursors. If, as proposed by Sameroff and 
Fiese, maladaptive states evolve sequentially, the paradigm suggests that 
end-state conditions will be avoided throup^ replacement or alteration of an 
otherwise occurring pathogenic sequence. Not unlike the child's game of 
hopscotch or the game of chess, our success may depend on our capacity to 
anticipate ^he next one or two jumps. 

The foregoing conceptualization of risk-factor analysis imposes a heavy 
burden on the mental health research disciplines to expand their understanding 
of the natural evolutionary history of emotional and behavioral functioning. 
Such a knowledge base would, in fact, represent a specific focusing of mental 
health research. Such research appropriately fits within the domain ot develop- 
mental psychopathology (Achenbach 1982). Rather than examine how disorder 
manifests itself at vary^rg developmental stages, however, this field should also 
consider f he pathogenic course by \ \ one proceeds from normative to 
dysfunctional emotional or behavioral status. In essence such rese rch would 
identify the sequence of stages through which disorder evolves and, relatedly, 
should inform us immensely about the etiological paths preceding specific 
dysfunctions. Research can assist in understanding the mechanisms whereby 
"g^ain common antecedents serve as predecessors for multiple dysfunctions. 
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We propose ^'^at such research emphasize the identification of the measurable 
manifeetat ^ that define the nature and sequence of the development of 
peychopathulogy. Thus the defining purpose of such research would be to 
delineate the common and unique components of the transactional sequences 
leading to and maintaining normal and disordered states. In Kuhn's (1970) 
term, its focus would be on the "work of normal science," that is, on demonstra- 
ting a^d enhancing the paradigm's capacity to explain the phenomenon of 
interest (i.e., human behavior). 

Of course, such sequences will not be delineated quickly. The design of 
preventive interventions, however, does not (indeed cannot!) have to await 
completion of that task. Preventive interventions must be designed, imple- 
mented, and evaluated based on the beet available information. In our view, 
the conduct of such interventions, in fact, can contribute tc the development of 
the requisite data base for an informed science of behavioral pathogenesis. In 
their work with delinquents, Loeber et al. (1984) provided a useful outline for 
planning prevention research at this stage of our knowledge: 

One can think of prevention as a three-stage process: the first step is the 
identification of etiological variables, especially those lending themselves 
to change; the ''econd step is to use the variables to identify children at risk 
for delinquency or antisocial life styles; and the third step is the implemen- 
tation of intervention strategies designed to change the etiological vari- 
ables, thereby reducing the child's risk of engaging in a criminal or 
antisocial career (p. 9). 

Our discussion thus far has emphasized the first step, that is, identification 
of etiological factors. As noted, epidemiological strategies offer an assortment 
of methodologies for acquirir g such information. Its availability both informs 
us about the etiology and e-olution of the disorder of interest and provides 
indexes for step 2, that is, the selection of those at risk for such disorders. The 
use of such indexes is necessary for the application of the interventions belong- 
ing to Gordon's (1983) "welected" and "indicated" categories. 

Application of Interventions 

Selected Interventions 

The first of these categories, selected interventions, is applied to participants 
chosen because they share epidemiological) v identified characteristics as- 
sociated with the occurrence of the disorder(s) ot interest. Thus, a child or 
adolescent is targeted because he or she belongs to a demographic subgroup in 
which the occurrence of the emotional or behavioral disorder to be preyentetl 
exceeds the population base rate. Exampleo of such indexes include being the 
offspring of an adolet^ent mother (Achenbach 1982), living in a family that has 
experienced or is abouv to experience marital separation or divorce (St jhlberg 
and Grarrison 1985), being scheduled for pediatric surgery (Tadmon >■ et al. 1985), 
experiencing a critical life transiti )n (Felner 1934), or having a parent with a 
'J ;oiy of ochizophrenia or affective disorder (Rutter in press). 
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Selected interventions are applied to individuals only because they belong to 
a specific population subgroup. As such one cannot assume that any specific 
individual is at risk; only that members of the subgroup are at increased risk to 
experience the disorder or dysfunction. Moreover, it should be recognized that 
some portion (the majority, perhaps) of those chosen for the intervention would 
not experience the disorder even without the intervention. By definition, 
selected interventions do not differentiate which members of a subgroup aro 
themselves at increased risk relative to other subgroup members. 

Improvement in our ability to maximize the number of high-risk individuals 
in our intervention samples becomes possible, however, by combining risk 
factors^ especially independent risk factors. Specifically, for example, we know 
that children of depressed parents are at increased risk for experiencing depres- 
sive symptomatolog}^ Does that risk increase if the child lives with but one 
parent? If so, does it matter with which parent the child lives? Is the risk 
increased even further if the child is a member of a minority group, economically 
disadvantaged, and with a limited number of extended family members avail- 
able? Responses to such questions will, we believe, significantly improve the 
identification of those at significant risk and thereby minimize the iatrogenic 
potential of applied interventions. Obtaining answers to such questions re- 
quires the design and conduct of a series of epidemiological case-control studies 
examiLing each of these possibilities in a systematic fashion. An important 
byproduct of such research, we believe, will be he^iristically valuable insi^its 
into the etiology of the disorders and dysfunctions under study. 

Indicated Interventions 

As noted, indicated interventions focus on specific individuals who are ap- 
propriate for participation in a preventive intervention because of Ihe presence 
of one or more signs of an ongoing pathogenic sequence. Such individuals are 
typically identified through the use of screening procedures. The number of 
such instruments available for children is quite extensive, as reflected in 
compendia such as those by Johnson and Bommarito (1971), Johnson (1976), 
and Walker (1973). Among the widely used measures for children's disorders 
are the Denver Developmental Screeni ^gTesf (Frankenburg and Dodds 1967); 
the Child Behavior Check List (Achenbach 1979); and the Coopersmith (1967) 
Self-Concept Test. 

Such strategies allow for the efficient identification of patterns of behavior and 
emotional expression displayed by children who subsequently experience diag- 
nosable diaorder or serious dysfunction. Again, however, one is confronted with 
the fact that the predictive accuracy of such measures is less than optimal. Thus, 
for some at-risk children, the major risk factor they face involves the iatrogenic 
consequences of the preventive intervention. (Sersten et al. (1978) argued that 
the latter risk increases when one does not appreciate that in many cases the 
frequency with which "early signs" appear in the general population exceeds the 
rate at which disorder sul»equently occurs in the populations measured. This 
wcurs simply because many such signs naturally dissipate with age. 
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Loeber et al. (1984) proposed a useful strategy for combining the efficiency of 
mass screening procedures with the increased accuracy onndividualized assos- 
ment procedures. Their solution involves use of a series of multiple gates, each 
of which is designed to maximize the risk level of identified individuals. To do 
BO, each gate is designed so that the number of individuab deemed m need of 
th; intervention decreases. The work of Loe^r et al. wi h f i'^^^^J^J^^^^^^^^^ 
adolescenteprovidesagood example ofthisprocedure. I'»»t»«"y«.*«fJ*^?"^*^^ 
measure was used to identify children at risk for dehnquency (gate 1);. Children 
scoring beyond a ^redetermined tutoff on this mting scale l^'^^^;^'l^f^^ 
hieh risk. Rather than assifa them to an intervention, however, the inves- 

us^his i^^^^^^ to select children whose V^^'^^^'y^f^l^^^ 
mother) would then participate in gate 2, i.e. , a phone intemew ak.uU^^^ 

responsiveness to parental restrictions and behavior at home. Based on such 
intendews, Loeber et al. identified a subgroup of adolescents meeting risk 
criteria on both gates of the screening procedures. These adol^ents were then 
invited to participate individually in a structured diagnostic interview designed 
to dftect specifically selected signs of delinquency pronenees. The interview 
responses were then used to select intervention recipients. 

The multiple-gating screening procedure of Loeber et al. improved the ac- 
curacy of their efforts to identify children at nsk for delinquency (from 24.5 to 
66 3 percent). As discussed in the section on statistical considerations, this 
increment markedly increases the likelihood that one's research design wil , in 
fact, detect an experimental effect. Simultaneously, it enables the prevention 
proiram implementer to shift from a selected to an indicated strategy and 
tfiereby justifiably to increase the intensity and specificity of the intervention 
procedures. Having documented the presence of certain pathogenic signsin 
specific individuals through the interview, the program dwigners can proceed 
with increased certainty about the participants' need for the mtervenuon. 

The transactional framework allows for a modification of Clie Loeber et al. 
procedure. Rather than applying all gates sequentiaUy within a re ative y brief 
period, it is possible to coordinate their application with the anticipated ap- 
pearance of specific marker behaviors along the pathogenic sequence. For 
example, using archival records one might identify a sample of children ex- 
periencing anoxia and other prenatal and perinatal complications.^ One would 
ateo attempt to assess environmental factors such as the parents social cul- 
tural, and economic status; the stability of their marriage; and their capacity to 
tolerate the stress associated wi^h raising a child at developmental rislt Upon 
entry to nursery school, this sample may be screened using parent and teacher 
ratings to assess each child's perceptual, motor, cognitive, and interpersonal 
development. Simultaneousfy, one would again assess the family and its 
response to the child. Children or families displaying deficits in one or more of 
these areas may be selected for subsequent screening prior to school entty. At 
that time, children continuing to display developmental deficits can be in- 
dividually assessed with a comprehensive battery of procedures to identify 
children at enhanced risk for attention-deficit disorder and specific learning 
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disabilities (e.g., Lorion et al. 1987; Lorion et al. 1984). Asoeesment of familial 
variables and, at this point, of the parent-child interaction can provide impor- 
tant information relevant to the determination of risk and the design of an 
intervention. 

A similar assessment sequence mi^t be developed to monitor children's 
psychosocial development, display of aggression, or involvement in predelin- 
quent behaviors. We hope that for many emotional and behavioral disorders it 
will become increasingly possible to identify the chronology that defines the 
relevant pathogenic sequence and to design assessment sequences that monitor 
children's progress along those paths. Through the application of such ongoing 
monitoring, we believe that prevention researchers will find a solution to the 
aforementioned base rate problem, select with increased precision the recipients 
of their inter%'9ntion8, and learn important information about the etiology and 
pathogenic sequences their interventions are designed to influence. 

Timing of Interventions 

Finally, it is important that we underline the relationship between thecausal 
or etiological chain that defines the pathogenic process to be avoided or altered 
and the choice among potential risk factors. The transactional model argues 
that, for the most part, emotional and behavioral disorders result from complex 
sequences of transactional exchanges between the individual and the environ- 
ment. An individual's probability of experiencing the outcome of concern varies 
at different points along such sequences. If we identify those points along the 
sequence where the likelihood of the negative outcome increases sharply, we 
would have important clues about when to intervene. Similarly, given the 
multitude of factors that contribute to an individual's risk at each point along 
the sequence, identification of those points at which a limited number of factors 
are most salient provides insight into which factors to address. At such in- 
stances, it is quite likely that the attributable risk assigned to those factors will 
increase sharply. 

These two functions, that is, an increase in the level of risk and the emergence 
of a limited number of risk factors, will potentially coincide in time. If so, these 
may be the critical points at which to apply preventive interventions. It seems 
reasonable to assume that such interventions would be targeted to effect the 
aforementioned highly salient risk factors. We predict that such targeted 
applications would have a high probability for success. As noted previously, 
however, we must caution that the transactional model does not presume 
continuity of risk over time. As tho pathological or normative \ature of the 
transactions changes, so too does individual risk. For most of us, "being at risk" 
is a state condition determined by the nature of transactional relationships 
between the individual and the environment. 
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Analysis of Intervention Components 

Preventive Trials 

At this point it is important to distinguish the intent of this section from that 
of chapter 3 by Price and Lorion. Here we examine issues relevant to the 
outcomes of preventive trials. We assume that such trials are conducted during 
the development of a preventive intervention and provide the empirical basis 
for its subsequent application in the general community. Preventive trials focus 
on such questions as the effects of the intervention on its recipients; the 
differential effectiveness of its components; the differential response of popula- 
tion subgroups to the intervention; and the assessment of the intervention's 
temporal characteristics (e.g., latency between the intervention and the ap- 
pearance of its effects; duration of those effects; requisite duration of involve- 
ment in the intervention). 

By contrast, the Price and Lorion chapter discusses preventive app/icaiions— 
the dissemination of demonstrably effective interventions to diverse populations 
in a variety of organizational settings and conditions. These applications 
confront those interested in the adoption of viable programs with a set of 
challenges distinct from those addressed by the developer of an intervention. 
Specifically, an application typically must be justified with the results of a needs 
assessment documenting the target population's appropriateness for the inter- 
vention. Second, it is necessary to design, conduct, and analyze participant 
selection procedures. Such procedures usually involve some form of risk assess- 
ment screening using either demographic or in^lividual indicators. The applica- 
tion of an intervention also involves the development of procedures to monitor 
the fidelity with which the original program components are reproduced in 
subsequent applications. In many cases, information relevant to program 
fidelity is collected simultaneously with other relefvant management informa- 
tion (e.g., which staff deliver which services to whom under what conditions). 
Numerous management information systems exist that can serve this purpose. 
Finally, most applications will require some form of at least periodic determina- 
tion of the intervention's ercnomic costs and achievement of intended goals. 

As noted, pieventive trials are conducted during the development of an 
intervention. By necessity such trials are field based and require that the 
researcher be sensitive to the unique demands of the settings involved in the 
trial. Discussions of such demands are provided by Cowen (1978); Cowen et al. 
(1974); Lorion (1978, 1983); Munoz et al. (1979); Price and Smith (1985); and 
Price et al. (1980). Technical considerations of the methodological demands of 
such research are provided by Amabile and Stubbs (1982); Cook and Campbell 
(1979); Fairweather and Tornatzky (1977); and Selltiz et al. (1976). Interested 
readers are encouraged to review these sources as they plan the design of their 
preventive trial. 
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The conduct of preventive trials requires the consideration of multiple issues. 
Assuming that the intervention protocol has been selected, the researcher must 
design the evaluative study to allow for the detection of its proximal (immediate) 
and distal (long-term) outcomes (Price 1982). By necessity, this requires that 
the design be longitudinal and involve measurements at multiple points in time. 
Data collection procedures must there. allow for the monitoring of the 
processes under study throughout the evaluative period and be capable of 
differentiating change resulting from the intervention from change due to 
maturation. Within the framework of "true" experiments, in which there is 
random assignment to experimental and control conditions, the analysis of 
causal links is reasonably direct. Under field conditions, however, it is frequent- 
ly necessary to conduct research without the rigor of a randomized control 
design. In such instances, "quasiexperiments" are necessary to obtain 
reasonable confirmation of one's inferences about causal relationships 
(Campbell and Stanley 1963; Cook and Campbell 1979). 

Maturational factors add to the complex psychometric challenges confronting 
those whose interventions are targeted to young children (e.g., during the 
preschool years) in the hopes of avoiding emotional and behavioral disoiders in 
the preadolescent, adolescent, or adult years. For example, measures currently 
exist that allow for the continuous monitoring of relevant emotional, behavioral, 
or interpeiBonal functioning over such an extended period. In part, this reflects 
the multiple qualitative metamorphoses through which pheiiomena such as 
depressive affect, anxiety, feelings of rejection, self-esteem, and interpersonal 
competence pass with maturation. It also reflects past difficulties in obtaining 
support for and carrying out the requisite long-term scale development studies. 
We hope that one byproduct of the increased value placed by Federal 
policymakers in recent years on preventive efforts (Department of Health and 
Human Services 1984, 1986) v/ill be a resurgence of interest in and support for 
such studies. 

In the interim, researchers must carefully select a set of measures that 
provide the closest approximation to sig-iificant points along the developmental 
path of interest. For example, a succession of different measurement proce- 
dures (e.g., observation, analogue situations, teacher ratings, peer ratings, and 
self-ratings) may be necessary to monitor interpersonal effectiveness from 
preschool through adolescence. Similarly, anxiety may be assessed using ob- 
server ratings, physiological measures, and self-ratings alone or in varied 
combinations throughout the period of study. Each element of the evaluation 
batteiy must itself meet minimal psychometric criteria. Moreover, throughout 
(he evaluation period, the replacement of one measure for another must be 
scheduled to allow for overlap of both procedures. Such overlap will enable the 
researcher to document the degree of interrelationship among the measures. 
Interpretation of such correlational findings, of course, will both add to and 
depend on the adequacy of the construct validity of both measures. 
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Verification of the interventions' preventive effect is likely to be expected 
within relatively short increments of at most several years. This fact reflects 
both the reluctance of funding sources to provide support without regular 
documentation that their intended purposes are being achieved and the impor- 
tance that preventive interventions be continuously monitored to ensure the 
appropriateness of their Application to their recipients. Consequently, the 
evaluation of effectiveness is likely to occur in a stepwise manner in which 
theoretically determined "marker" points are selected. Identification of the 
sequence of marker points depends, of course, on the adequacy of ones 
knowledge of the temporal course or pathogenesis by wh' H disorder evolves. 
At each such point, three questions should be asked: (a) To what extent do the 
intervention and nonintervention (i.e., control) groups differ? (b) To what extent 
does the nonintervention group continue to display evidence of being at risk for 
the disorder or dysfunction of interest? (c) What, if any, iatrogenic effects can 
be associated with the intervention? 

By repeatedly asking such questions at each marker point, the researcher 
should be able to ch.<irt the differential developmental paths of the intervention 
and nonintervention groups. Some of the latter group's path will presumably 
reflect a relatively uninterrupted pathogenic sequence, whereas t jst of the 
former's will increasingly approximate age-appropriate patterns. For a highly 
effective intervention by the end of the intended foUowup period, the noninter- 
vention group's rate of evidenced disorder or dysfunction will approximate the 
level originally anticipated on the basis of available epidemiological evidence 
Confirmation of each of those assumptions constitutes evidence of the 
intervention's preventive effectiveness. 

Since intervention is rarely equally effective for all who receive it (Paul 1967), 
examination of the factors that distinguish who does and does not respond 
positively is an ii-.portant program development step. By "responding positive- 
ly" we mean re\daling a lower-than-exp-ected risk for the unwanted outcome. 
The value of this step lies in the information it provides about ne( 98sary 
revisions in program elements, in participant selection criteria, or both. An 
efficient way to obtein such information is to search for individual or environ- 
mental variables that define groups wherein the effects of the intervention are 
found to be very strong or very weak. Through '.he subsequent sequence of 
comparative analyses, one is able to generate a series of hypothecos about the 
demographic and individual characteristics rf those tor whom the intervention 
is most appropriate. By conducting a series of studies thai examine these 
hypotheses specifically, the program developer is able to refine systematically 
the criteria by which intervention targets are selected, 

Process Studies 

Just as not all recipiente respond equally to an i tervention, not all program 
components contribute equally to the achievemeiit of intervention effects. 
Process studifw are a means by which one attempts to differentiate effective and 
ineffective program components. Ineffective components include those rare 
O 
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mstances in which one or more procedures have negative consoquonces and 
those more frequently ol)6erved instances in which procedures are superfluous. 
As discussed in chapter 3, those responsible for the delivery of preventive 
isjtervenfciona are conts»uousiy under pressure to minimize the ooate of such 
eftoi'ts and the addifeiona! buiden they place on institutional staff. This is 
particularly true when the intervention's procedures must be incorporated 
within a setting's already demanding schedule (e.g., a classroom, day care 
center, pediatric surgical unit, or social service program for the placement of 
foster children). For that reason, one must be especially concerned about 
imposing any unnecessary demands on the staff of such settings. 

Several strategies allow one to examine the differential contribution of 
program elements. The most sophisticated of these involves the random assign- 
ment of program recipients to one of multiple grouijs, each of which involves 
specific combinations of program elements. By subsequently contrasting tht 
response of each subgroup to these various combinations, the pi-ogram developer 
18 ultimately able to determine, on the basis of scientifically derived information, 
theoptimal program design. The format for such a study is comparable to that 
used m the comparative evaluation of therapeutic procedures, that is. a clinical 
trial. 

A second strategy for identifying effective program elements involves the 
careful documentation of the specific procedures used with each program 
recipient. These records can then be systematically examined and different 
conabmations of program elements identified on a post hoc basis for comparison. 
Although this procedure can be a useful means of generating hypotheses about 
which combinations of procedures appear most promising, it cannot provide an 
unambiguous basis for such a conclusion. Its post hoc nature and related 
absence of random apsignment of recipients to alternative conditions makes it 
impossible for one to determine precisely the factors that contribute to observed 
differences. For this reason, this strategy should be used sparingly and its 
findings appreciated as tentative. 

A third procedure to determine the optimal combination of program elements 
involves the sequential introduction of intervention procedures, Thit strategy 
u applicable in those instances in which the number of program recipients 
available is not adequate to allow for the simultaneous comparison of multiple 
program strategies. In planning the sequential approach, the program 
developer needs to identify the intended outcomes of the intei vention precisely. 
He or she must then identify the minimal number of program elements assumed 
necessary to achieve these objectives. This set of procedures will constitute the 
nutial intervention approach. If the intended objectives are achieved the 
program developer may decide that the task is complete or that superfluous 
procedures should now be identified. In the latter case, the inclusion of some 
form of management information system or service provider's log in the initial 
preventive trial can provide the requisite information for identifying procedures 
to eliminate in subsequent trials. Ifdesired effects continue to be observed, it 
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can be assnmsd that thoae procedures were, in fact, unnecessary. By contrast, 
if the consequences of the second intervention's procedures are less than desired, 
the program developer is likely to reintroduce the withdrawn procedures. 

A similar iterative procedure is carried out if the initial preventive trial fails 
to produw? the intended outcomes. In such an instance, the task confrontmg the 
program developer is to identify precisely which outcomes were not achieved 
and then design additional procedures expected to achieve those outcomes. 
Throughout this sequential development process, the originally intended effects 
must be constantly referenced as the baseline against which all interventions 
are compared. Ultimately the developer will be required to select the set of 
procedures that simultaneously provides the closest approximation to the 
desired outcomes, is likely to be acceptable, and can thereby be reliably adopted 
within the setting. 

The simultaneous consideration of discrete program strategies repre- 
sents the most efficient and scientifically valid approach. Other strategies 
reviewed represent at best limited approximations of the desired program 
evaluation approach. They enable program developers to test their best guesses 
about what works and does not work. They also provide a means by which 
programs can be developed with limited resources and within the realities of 
the pi«s8ure associated with a setting committed to involving itself in preventive 
efforts now. 

Monitoring Programs 

Those who design preventive interventions should appreciate that the level 
of development of an intervention will influence its acceptability within a setting 
and the fidelity with which its procedures are implemented. In their discussion 
of the distinction between "manifest" and "true" adoptions, Rappaport et al. 
(1979) explained how agency staff respond to the mandate that program proce- 
dures must be followed differently during the development and application 
phases. Specifically, as the intervention becomes an institutionalized part of a 
setting's activities, staff may feel increasingly comfortable modifyi. g the pro- 
gram elements that they believe either need to be changed or must be sacrificed 
m response to a newly introduced demand for their time, It is incumbent on 
those responsible for the application of preventive interventions to appreciate 
ihis understandable tendency of staff to shape activities in their own way. For 
that reason, program developers should incorporate procedui-es to monitor 
program fidelity periodically. Program developers must recognize that if a 
program is to achieve its intended outcomes, its procedures must be followed. 
Thus, those procedures must be kep*. as simple and clear as feasible. 

A related distinction between evolving and established preventive interven- 
tions involves the attitudes of those responsible for service delivery. Occasional- 
ly, staff involved in .he early stages of program development may be highly 
skeptical and unhappy that they must "waste their time" in this manner. 
Support for an intervention among program and institutional staff is usually 
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not automatic— and, in fact, unproven interventions are rarely imposed on 
unwilling staff. More typically, volunteers are sought who ar« interested (for 
their own reasons) in contributing to the development of an intervention that 
they feel is "long overdue." Their concern with the emotional or behavioral need 
addressed by the intervention frequently results in their enthusiastic participa- 
tion in program development efforts. The influence of such enthusiasm on 
identified program effects is difficult to assess directly. It will, however, 
manifest itself in subsequent applications that seem unable to replicate the 
original results. On the other hand, demonstrable effectiveness of the interven- 
tion gives it credibility, which is likely to have its own consequences on program 
outcomes. Although we still know far too little about such aspects of program 
adoption, an appreciation of their potential role in the application of "experimen- 
tal" procedures may prepare us for unanticipated difficulties. 



Statistical Considerations 



Thus far we have examined the methodological implications of applying to 
prevention efforts the transactional model described in Sameroff and Fiese's 
chapter. We believe that this model offers prevention i-esearchere a paradig- 
matic framework within which to conceptualize the developmental nature of 
preventive efforts. Rather than simply comparing the preintervention and 
postintervention status of participants and their nonintervention controls, we 
encourage prevention researchere to design studies that focus on the distinct 
developmental paths experienced by these groups. By definition, effective 
prevention efforts should change the developmental histories of those who 
receive them. In our view, documentation of such changes defines a successful 
preventive intervention. 

Power of Experimental Procedures 

Numerous statistical challenges are associated with the analysis of such 
developmental changes. First among these, we believe, are the implications of 
the preventive paradigm for the power of the experimental procedures. Tech- 
nically, power refere to the potential of the scientific procedures being used to 
detect a "true" effect. In this case, the question is whether the experimental 
design being used is capable of detecting a genuine preventive effect. If so, the 
design will enable us to recognize reductions in the prevalence of the disorder 
or dysfunction of interest and attribute, within the limits of scientific certainty 
that reduction to the intervention. Hence, power refers to the design's potential 
for ruling out alternative explanatory hypotheses regarding consequences ob- 
served following an intervention. 

Several factors contribute to the power of any research design. First among 
these IS alpha, that is, the level of statistical significance to be attained before 
a label of "effective" is deemed justified. Typically, this level is set at p < .05, 
which means that in only 5 instances out of every 100 studies will one 
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inaccurately conclude that an intervention had an effect when in fact it did not. 
Since power \b related to alpha, it is posaible to increase the power of our design 
by accepting a less stringent level than .05 (e.g., p < 10 or .20). In so doing, 
the investigator increases the likelihood of erroneously concluding that an 
intervention is effective when, in reality, it is not. Were there no costs associated 
with disseminating an ineffective intervention, one might conclude that there 
is little to lose by adopting the liighest alpha level possible. As noted, however, 
all such programs tend to have costs-whether economic, ideologic, or 
iatrogenic. At this point in their history, p-evention efforts in mental health 
cannot afford to be represented by ineffective interventions. As we strive for 
acceptance and credibility in our own ranks (e.g., Cummings 1972; Lamb and 
Zusraan 1979, 1S82; Sanford 1965), proclaiming minimally useful strategics as 
models of prevention's potential can only weaken our position in the long run. 
Thus, we urge readers to exerciso extreme caution in adopting an alpha above 
the p < .05 level. 

Sample Size 

A second factor closely related to the power of our experimental procedures 
involves the size of the sample used to examine the intervention's effects. 
Tj-picaUy. one assumes that to maximize power one must use the largest f ossible 
sample. To determine the sample size necessary, one need only refer to one of 
many available statistics texts (e.g.. Hays 1981, p. 252) to secure the requisite 
formula for estimating sample size. Prevention research, however, must con- 
front the complexity added by the low base rate at which disorders occur in any 
intervention recipients. The problem is that one cannot determine with certain* 
ty the actual required size of one's sample. The reason for this uncertainty is 
the base rate problem discussed earlier. By definition, no individual participat- 
ing in a preventive intervention is an actual "case." Rather, the individual's 
inclusion in the intervention reflects either an epidemiologically defined level 
of risk for experiencing the disorder(8) of concern (i.e., to use Gordon's 1983 term, 
for a "selected intervention") rr demonstration of one or more precursors of the 
di9order(s) (i.e., for an "indicated inten-ention"). 

In either case, it is evident that the total sample of individuals receiving the 
intervention does not represe) it the number of individuals potentially responsive 
to that intervention. That number is, we believe, a function of the base rate at 
which one expects the disorder or dysfunction to appear in the population from 
which the intervention's sample was selected. For example, if our intervention 
sample includes a total of 100 individuals and the population base rate is 
6 percent, the power of our design will be significantly less. Power is reduced 
as the proportion of "cases" to the total sample decreases. 

The logic underlying the assumption just presented is as follows First, the 
statement that a population has an epidemiologically derived base '^te for some 
disorder of, for example, 6 percent reflects population rather than individual 
risk. Therefore, one might conclude that 94 percent of the members of that 
^•-opulation are not likely to manifest the disorder. One must then conclude that 
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the base rate abo represents the proportion of an intervention sample that has 
the potential (by virtue of its risk for experiencing the disorder) for responding 
to the intervention. Because the base rate merely informs us of the proportion 
of a population or sample likely to manifest disorder and doeo not identify 
specific individuals at risk, it is necessary to apply our interventions to many 
more individuals than are expected to display the disorder. Yet in attempting 
to assess the effects of our intervention, we must appreciate the fact that the 
effects that appear, if any will be reflected in a reduction of the base rate below 
the 6-percent level. Thus, with any given sample the available number of 
individuals whose developmental paths can be altered in the predicted direction 
cannot exceed the base rate multiplied by the sample size. 

The validity of this reasoning has serious implications for the design of 
prevention research. In effect, it necessitates that we apply our interventions 
to very large samples of individuals (to ensure that an adequate number can 
respond to the procedures). An alternative approach would be to refine our risk 
ass^ment procedures (e.g., using the multiple-gating procedure described 
earlier) so that we can increase substantially the selectivity with which we 
recruit participants and thereby the base rate at which we anticipate the 
occurrence of disorder in the samples used. Either way the demand on the 
prevention researcher is clear: Because only a portion of our sample is likely to 
manifest the disorder and therefore has the potential to respond to our inter- 
ention, we must design our research accordingly. 

Developmental Continue 

Base rates are rarely available for a number of points along two relevant 
developmental continua that we feel are important in attempting to determine 
the minimal number of subjects needed for a preventive trial. The firet of these 
continua involves the pathogenic path described earlier. We proposed thet the 
individual's level of risk for displaying the disorder of concern depends on where 
along that continuum the individual is at a given point in time. Presumaoly, 
the more precursor steps he or she has displayed and the more markere he or 
she has passed, the greater the risk. If this assumption is valid, then one 
approach to maximizing the power of one's intervention study is to apply 
indicated procedures. In that way one is likely to include in the study in- 
dividuals whose level ofriskexceeds that of the population from which they were 
drawn. The exact size of that risk level, however, will be unknown until the 
completion of the study At that time, it should be possible to estimate that level 
by examining the prevalence of t he disorder in the control sample and comparing 
it to that of the population. 

The second relevant developmental continuum is that involving the lifespan. 
JElareiy is this factor considered in available base rate data. Specifically, it refers 
to the developmental status of the child or adolescent for whom we are attempt- 
ing to estimate risk Obviously chronolorrfcal age is one relevant index. Equally 
relevant is the child or adolescent's levti of cognitive, emotional, and psychoso- 
cial maturation. As we increase our understanding of how such developmental 
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characteristics interact with demographic factors in the determination of in- 
dividual risk levels, we will achieve corresponding increases m our f.uiuty to 
accurately select recipients for our interventions. 

Attrition 

Before leaving the topic of sampling, we must emphasize that one of the most 
underestimated threats to valid inference in the conduct of preventive trials is 
attrition in the experimental trial sample or contro gtoup. At f ^^^^ « 
may appear that the primaiy problem associated with attrition has to do with 
loss of sample size and statistical power; but the problems of attrition are much 
more complex and difficult to resolve. 

Sample attrition can occur at multiple points in a preventive trial for either 
the experimental or control group. For example, attrition can occur (a) at the 
point of entry or recruitment into a preventive trial, (b) during the initial 
assessment, (c) during the intervention itself resulting in a "low dosage inter- 
vention, or (d) at any of a number of followup points in the assessment of 
outcome. The magnitude of these difficulties becomes more apparent when we 
recognize that an initial sample of 1,000 children with a 20-percent attri^:ion 
rate at each of four observation points will yield a sample of only 512 children 
at the final observation point. 

However, the problems only begin with loss of sample size, As Cook (1985) 
observed, other forms of attrition are likely to create biases in the outcomes of 
preventive trials. For example, in smoking prevention trials, students who are 
most likely to be heavy smokers are least likely to stay in a P«rticular study 
irrespective of the treatment to which they were originally assiped. We may 
describe this as risk-correlated attntion, and it also means that preventive 
interventions with this kind of attrition problem will be tested with Populations 
who need them the least. This produces a threat to the external validity of the 
trial. 

There are even more problematic types of attrition with which to deal in 
preventive trials. For example, treatment-correUUed attrition is a major prob- 
lem in some preventive trials. To continue the smoking example, students who 
experience smoking prevention treatments are more likely to drop out of a ftudy 
wh^n compared to students in a no-treatment control group (Cook 1985)^ 
ThouKh the reasons for this are unclear, it is more likely that they drop out of 
the subsequent followup observations rather than out of the prevention treat- 
ment itself This causes m^or problems in analysis. The analytic methods 
required here involve analyzing the trial as a quasi-experiment or longitudma 
survey rather than a true field experiment, reducing the certainty of causal 
inference considerably. 

A final form of attrition has to do with hard-to-reach populations that become 
increasingly difficuHto reach over time. For example, inner-city minority 
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children from low-income families may, for a variety of reasons, experience 
increased mobility or lees strong attachments to social institutionTin the 
community such as schools, rendering them moredifficult to follow in lonjr-term 
preventive trials This requires substantial efforts and ingenuity on the part of 
the investigator to maintain contact with the sample to collect followup data. 

Followup 

Although careful followup is a costly and time^jonsuming effort, the results 
p!L5^ >^^«rd»ng from a scientific point of view. An example is the Perry 
Preschool Project (Berrueta-Clement et al. 1984), which involved the provision 
of quality preschool expei .^nces to urban minority children in a randomized field 
experiment. The sample was followed for 15 years with very little attrition 
primarily became of the tenacity and commitment of the research staff The 
i th^ prevontive trial are quite encouraging even though the sample 
size in this particular trial was not large. *^ 

nni" w^*' ?iJPi® f P°'"*« « preventive trial is a largely 
underestimated, bu extremely serious, threat to valid inference. Though Se 
use of complex multivariate methods for estimating the effects of attrifion is 
possible, It can only give us lower- or upper-bound estimates on the effecte o^ 
attrition on results of the trial; and such an approach is no sub^tituTe for' 
mimmizing attrition thwugh effective recruitment method^ and fcJlowup 

The power of a research design is not determined .exclusively by alpha and 
sample size. Also relevant is the psychometric quality of the measurement 
procedures use<f, to assess the effects of the intervention. If, as su^S^th^ 
procedures are applied to the monitoring of an individual's pre^^lonn 
developmental path, then applied measurement procedures musTaSis ?hat 

Z?^fir;;''i''''^"'^^'^'~- UnreliabLywiin^wTtL^Lt 
power of efforts to assess an intervention's effects. Invalidity in the me^url 

ment precedures results in complex preblems in determininX^weTronet 

evaluative design and in integrating the meaning of one's findin^Zis frem 

the onset, one is confronted with the limitations of the psychometric prc^edu^S 

for assessing the presence of established disorder (e.g^kinmunL 1982) I^ 

add^ion, one is confronted with the challenge of L'sessing emotionaf a^S 

menTal hi I.h^ '''^''^^ P^"°^ of Thus far, tEe 

mental health sciences have not made extensive progress in either otth^ 

measurement frents. In our view, adoption of the ^a^c"iona^^^^^^ 

requires tha program developers develop sophisticated techniqu^ fSTSs^ 

;f annT-l ""'1^'" developmental processes simultaneously aLf™ 
ing appropriate mathematical models of such changes. 

In the interim we urge that those involved in the design of preventive 
interventions ensure that their measurement procedures are psychome^Sv 
rigorous. As a first step towani that goal, one must ^Z^'^hrmJ^rl 
ment procedures are rW,a6te-that they measure the phenomLon oHnW 
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in a Btable and consistent manner. For prevention research, meMurement 
ptoceduies must be designed to assess the status of processes over time. Thus, 
in addition to whatever index of internal consistency the researcher selects to 
assess the structural integrity of the measure, some evidence of temporal 
stability must also be demonstrated. This requirement may be met through a 
teet-retest analysis using a conceptually appropriate interteet interval. The 
length of this interval is particularly critical in prevention research when the 
intervention is introduced during one developmental period (e.g., early 
childhood) and its consequences are expected to occur one or more periods later 
(e.g., preadolescence). Yet to be resolved are the criteria by which a researcher 
caft apply measurement procedures across such durations with confidence 

Equally problematic for the prevention researcher is thechallenge of monitor- 
ing a developmental process over several developmental stages. As cognitive, 
emotional, or behavior processes mature, they undergo qualitative changes that 
may require multiple distinct measurement approaches for their assessment. 
The challenge to the psychometrician is to design assessment strategies that 
mirror the natural developmental path of sucli processes. What is probably 
required are batteries of conceptually linked measures that monitor the matura- 
tion of significant dimensions of emotional, behavioral, ana psychological 
growth. Pragmatically, components o5 such batteries would overlap at critical 
developmental junctures to ensure the accurate assessment of underlying 
processes during transitional stag^. An illustration of this approach is repre- 
sented by the Wechsler series of measures to assess intellectual ftinctioning from 
preschool through adulthood, i.e., the Wechsler Preschool and Primary Scale of 
Intelligence (WPPSI), the Wechsler Intelligence Scale for Children— Revised 
(WISC-R), and the Wetjhsler Adult Intelligence Scale — Revised (WAIS-R) 
(Sattler 1982). 

To design such sequential assessment procedures, prevention researchers 
should identify or conduct sufficient generative studies (Cowen 1980) to flesh 
out the necessary developmental paths. If the transactional perspective does 
indeed have paradigmatic potential, it must inform the questions to be ad- 
dressed by such research. Obviously, it will require the simultaneous examina- 
tion of individual and environmental factors and, nec essarily, their interplay. 
Beyond its psychometric contributions, such research will alter in significant 
ways the conceptual processes employed in the design of preventive interven- 
tions. Rather than being driven teleologically by the outcome(0) to be avoided, 
such interventions should be guided by the developmental sequences to be 
achieved. 

Considerable validation effort will be required before such measurement tools 
are readily available. Most critical will be the documentation of the construct 
validity (Cronbach and Meehl 1955) of such measures. Such validation studies, 
in turn, can confirm the predictive utility of the transactional framework itself. 

The defining characteristic of an effective preventive intervention is the 
documentation of changes in the developmental experiences of its recipients. 

Er|c ^ ^ c .« 
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For some, this will involve the replacement of a nathogenic sequence with its 
normative counterpart. In such instances, the ont.A of a disoidered process will 
have been avoided. For others, screening procedures will detect the presence of 
early indicants of disorder or dysfunction and provide suggestive evidence that 
a pathogenic sequence is underway. We emphasize "suggestive" because of the 
frequency with which early signs of disorder appear in the norma! population 
(Gersten et al. 1978). Letter reversals, for example, are present in many 
learning^isabled children during the preschool and urimaiy grade yeare. Their 
utility as an indicator of risk ior learning disabilities, however, is significantly 
limited by the frequency with which they appear in the nonleaming-diaob'ed 
population throughout much of the same period. The statistical chall. age 
confronting us is to design assessment procedures that enable researcher, to 
contrast the developmer.tal experiences of those receiving the preventive inter- 
vention and their appropriate controls. In effect, what is required is a set of 
procedures that contrast individual status at multiple points in time and that 
continually contrast where an individual is developmental ly with where one 
would expect him or her to be. As indicated, two distinct difference scores are 
relevant to the research question. The first of these has to do wi ch the relative 
position of tho intervention and nonintervention groups. One would expect that 
the former will display an increasingly normative developmental pattern. By 
contrast, the control group is expected to display evidence of the pathopenic 
process to be avoided. In our view, a second contrast is also important!* By 
examining the distinct developmental paths experienced by those within the 
intervention group who do or do not respond to the intervention, we are likely 
to learn much about contributors to pathology. Wo are also likely to learn much 
about our interventions and consequently about their optimal prescriptive 
application. »- r 



Concept of Proof in Prevention Research 

Having designed and implemented a preventive intervention based on the 
transactional paradigm, how is its success to be confirmed? The view we have 
offered throughout this chapter is that the sine qua noa of success is evidence 
of an altered developmental path or experience. Clearly, much remains to be 
accomplished in the design of statistical analytic procedures to assess such 
change precisely, Others approach the task not unlike a psychotherapy outeome 
study. In their view, the question to be answered is. How are the intervention 
and nonmtervention groups different at the end of the evaluation period? 
Consequently, they design a pretest and poettest study (with potentially two or 
more posttests as followups) and assess the differential status of both groupp at 
some defined point in time. The limitation of this approach lies in ite inability 
to provide other than the most minimal date about how the intervention 
influenced the lives of its recipients. All we learn from such analyses is whether 
the groups differ in terms of central tendency and variation. Because of the 
atorementioned base rate issue, researchers are also frequently unable to secure 
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large enou^i differences in thoee truly at risk to offset the limited amount of 
change possible in those who would not have become pathological. Elsewhere 
(Lorion 19876) we have discussed this problem in some detail. It is appropriate 
at this point, however, to emphasize that documentation of the success of a 
preventive intervention should include evidence both that the disorder of 
concern did not occur and that developmontally appropriate behaviors either 
apperj or reappear. 

This issue is critically important to prevention research. If our critique of 
group comparison studies on low-base-rate disorders is valid, it is likely that 
considerable effort and resources have been invested in studies that, from the 
outset, were incapable of answering the question asked. Therefore, it is possible 
that a number of "negative" studies, in fact, never represented a reasonable test 
of the intervention, for they failed to appreciate that the study of rare events 
requires large samples. Consequently, the relative dearth of solid scientific 
evidence for the attainability of preventive objectives may be somewhat artifac- 
tual. This is unfortunate for two reasons. First, it means that valuable research 
resources have been wasted. Second, it has provided critics of prevention with 
uigustified support for their argument that the mental health disciplines are 
not ready to undertake preventive trials (Lamb and Zusman 1982). After more 
than a decade of debating the merits of investigating preventive strategies, tve 
and our supporters are under increasing pressure to substantiate our claims 
with facts. No longer can we attempt to justify the implementation of interven- 
tions, at either the programmatic or policy level, merely on the basis that they 
are good for people. We have argued effectively that preventive interventions 
needed to be added to the armament of mental health professionals. We based 
this position on the long-established public health truism that no significant 
contributor to human morbidity and mortality has ever been controlled by 
treatment, but only through effective prevention. We argued that the 
prevalence of emotional and behavioral disorder in the nation's child and 
adolescent population far exceeded the existing or anticipated pool of service 
providers (Albee 1959; Cowen 1973; Glidewell and Swallow 1969). We urged 
policymakers to make the design and application of preventive strategies a 
national priority (Klein and Goldston 1977) and based this on the otherwise 
uncontrollable costs of meeting related human needs. In combination, these 
arguments served us well and produced substantial and seemingly continuing 
increases in the availability of funds to develop and assess such interventions 
(Department of Health and Human Services 1984, 1986). In reality, however, 
they also put us on the spot. Having won the argument, we must now deliver! 

Much of this chapter has focused on how wo might use the transactional 
paradigm in designing research that provides the information necessary to 
document and expand the potential of preventive interventions to sustain these 
promises. We have argued that the most theoretically and scientifically valid 
manifestation of that promise is represented by evidence documenting that our 
interventions have replaced or modified significant developmental processes. 
We assume that effective prevention implies that a child either will or will not 
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experience differently events in his or her life that threaten emotional and 
behavioral adaptation. Recipients of preventive services should undergo dif- 
ferent developmental trajectories than they would have without the inter/en- 
tion. In effect, the transactional perspective argues that the achievement of 
su(* changes will have both immediate and long-term implications for the 
cnUd s or adolescent s functioning 

However accuratesuch speculation may be (and only extensive resoarch over 
many years will enable us to make that judgment), its limited currency for 
poliQrmakers and the general public must be noted. Ab argued elsewhere 
ax)non 1983, 1985, 1987a), at its most basic level the concept of prevention 
demands a relatively simple and direct kind of evidence of its efficacy; that is, 
do fewer cases of a disorder or class of disorders exist in the population? We 
must appreciate that both our supporters and critics are justified in their 
insistence that we address this question in as direct and convincing a manner 
as possible. Whatever other benefits may be achieved by our efforts, they must 
ult'xjately result in a reduction in the prevalence of the conditions that initially 
justified the intervention. Thus, for all of us the real proof of a preventive 
intervention s value and basis for deserving a share of available human service 
resources must be evidence that something has been prevented. Should we 
suweed, there is little doubt that prevention-related activities will have con- 
tributed in a substantial way to both the science and service delivery of the 
mental health disciplines. 
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Prevention Programming 
as Organizational Reinvention: 
From Research to Implementation 

Richard K Price, Ph D. 
University of Michigan, Ann Arbor 

Raymond P. Lorion, Ph.D. 
University ofMarylw^d, College Park 

In this chapter we argue that the successful implementation of a model 
prevention program is a form of organizational reinvention (Rice and Rogers 
1980). The term organizational reinvention captures tiie process we wish to 
at^acribe for several reasons. First, the implementation of a model prevention 
program is inherently organisational in nature, The process involves the 
orchestration of internal and external organizational resources; the scanning of 
the organizational environment; the focusing of program goals and objectives; 
and fmally, implementing a model program and monitoring the program for 
fidelity to its original goals. These activities depend heavily on internal project 
organization and the receptiveness of the host organization. 

Second, the idea of organizational reinvention emphasizes the fact that all 
model prevention programr, have both core and adaptive features. The adaptive 
features can be adjusted to fit local circumstances and require invention and 
inventiveness on the part of the implementer. However, reinvention also 
requires sensitivity to the need for fidelity in the implementation and monitor- 
ing of the core features of the praven^ ive program. 

Finally, the idea of organizational reinvention implies that implementing the 
model prevention program involves the replication of a program already tested 
in a previous preventive trial. The program is not entirely new, but has a core 
technology, which is to be reproduced as faithfully as possible. Achievement of 
this objective is no small accomplishment. Unfortunately, both developers of 
social innovations and practitioners frequently underestimate the challenges 
associated with the task of implementing chese innovations in their local 
settings. As mental health professionals learn how to identify risk factors and 
design effective preventive trials, they must appreciate the wisdom of Embry 
(1984), who noted: *The field of education is littered with the corpses of proven 
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innovations. Solving a problem is not usually enough to ensure that the solution 
will be widely implemented'' (p. 82). We hope that this chapter will assist 
readers to avoid that fate for their preventive efforts. 

In one sense, this chapter is a continuation of the earlier chapter by Lorion, 
Price, and Eaton. Once a preventive trial has provided convincing evidence of 
effectiveness andconsequently identified a ^^odel" to be implemented, the logical 
next step is to reinvent that model program in a real-life setting with its attendant 
demands. To clarify this process from one perspective, we begin by examining 
the local implementation context and the role of the innovator. We then consider 
a number of discrete steps in the implementation process, including (a) environ- 
mental scanning and the initial development of local linkages; (b) organiza- 
tional focusing and the setting of local objectives; (c) actual implementation, 
balancing the needs for fidelity and adaptation; and (d) the establishment of a 
monitoring system to document that the preventive trial continues to explicitly 
state objectives focused on proximal outcomes of the program. 

Preventive progranis, if effectively implemented and widely disseminated, 
will become part of what Sameroff and Fiese (this volume) referred to as 
"macroregulations." As Sameroff and Fiese observed, such macroregulations 
represent a culture's "developmental agenda" whereby at various points in time 
the environment is restructured to provide socially desired experiences for a 
child (e.g., kindergarten entry). Many preventive programs can and should be 
designed to complement and enhance society's developmental agenda for 
children. In fact, in our view, shaping macroregulations to enhance human 
development is the major objective of preventive interventions. 

The implementation of a preventive program frequently occurs in some form 
of social organization. To draw examples from other chapters in this volume, 
adolescent suicide prevention efforts typically occur in high schools. Alcohol and 
other drug use prevention efforts frequently involve families, peer groups, or 
schools, separately or in combination. Delinquency prevention programs have 
been targeted at the workplace, the school, or the juvenile courts. Finally, 
preventive programs aimed at children of emotionally disturbed parents can be 
implemented collaboratively with psychiatric hospitals, juvenile or family 
courts, and foster care and adoption agencies. 

If the implementation of a preventive program is an act of organizational 
reinvention that always occurs in the context of some social organization, then 
consideration of organizational readiness for prevention efforts is most impor- 
tant. Understandably, many organizations are not prepared to adopt preven- 
tive programs, no matter how persuasive the evidence from earlier controlled 
trials. 

Thus, we would argue that the successful implementation of a preventive 
program is no accident. Rather, it results from the convergence oi' multiple 
factors, which include critical characteristics of the role of the innovator, the 
readiness of the host organizatior xd the appreciation and implementation of 
^«*ries of steps that root the innovation in the organization. In the following 
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Bection, we consider implementation activities in the context of the overall 
prevention research process. 

Implementation Cont^axt 

Price (1983) described the prevent ion*research process in terms of the se- 
quential completion of four interrelated stages (see figure 1). In this model, 
prevention research moves through a series of successive developmental stages, 
each of which is cyclical and iterative. Thus, each stage has its own cycle of 
activities, which may or may not ultimately yield a successful product— which, 
in turn, serves as the input for the next stage. 
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Figure L The prevention-research process (from Price 1983). 

The initial stage of the prevention*research process, problem analysis, is 
represented in the upper left-hand portion of the diagram. This stage involves 
the completion of epidemiological studies aimed at identifying modifiable risk 
factors. If successful, the results of such research inform the development of a 
preventive innovation, which, once designed, is tested in a preventive field trial 
Ultimately, the process producer? a prototype or model program. The 
availability of a model program necessitates initiation of the firal stage of 
implementation and dissemination, innovative diiTusion, which, one hopes, will 
be followed by widespread preventive effects. 
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A number of chapters in this volume deal with risk factors and theory, and 
therefore address problems that fall in the upper left-hand portion of this 
schematic framework. The chapter on methodological problems by Lorion, 
Price, and Eaton focuses primarily on V^j demands of innovation designs and 
field trials. But as we indicated earlier, successful preventive trials do not 
automatically lead to effective implementation. Achievement of this objective 
requires consideration of unique demands, many of which involve restructuring 
elements of the organizations in which the interventions are to be embedded. 
This chapter examines those demands, beginning with an overview of the 
reinvention process and the concept of "soft technologies." 

The implementation of a preventive intervention involves the installation and 
maintenance of a soft technology. A technology is described as soft when it 
involves the establishment and stabilization of social transactions in an or* 
ganizational context, for example, to meet preventive goals. Both the technology 
of the intervention (which inevitably involves transactions among individuals) 
and the organizational context in which it Ib installed are soft in that both are 
subject to a variety of dynamic organizational and cultural forces that can act 
either to protect and strengthen the innovation or to undermine and distort it. 

Implementing a preventive intervention is quite different from, for example, 
adding a new circuit board to a computer. A unique set of skills is required to 
translate an effective preventive trial into a viable community-based and 
-supported intervention program. The suixessful application of these skills, 
however, requires a responsive setting; that is, the host organization must be 
prepared for and capable of adapting to the addition of the program. The setting 
conditions that define this state are discussed later under the heading '"Or- 
ganizational Readiness.'' When these conditions are met, the opportunity exists 
for program diffusion, that is, for achieving the necessary reinvention. That 
process involves completion of the following steps: (a) environmental scanning 
and the establishment of initial interorganizational linkages; (b) organizational 
focusing activities, including the formulation of goals and objectives; (c) im- 
plementation that is subject tc a number of factors that may facilitate or hinder 
the process; and (d) effective monitoring of program outputs. Because in- 
novators typically work with empirically proven interventions, considerably 
more emphasis is placed on local target selection, organizational arrangements, 
and goals and objectives. Having an intervention already tested in a preventive 
trial also means that we can focus more on the evaluation of proximal outcomes 
to assure fidelity in program delivery. 

The Innovator and the Host Organization 

At least two critical ingredients can increase the likelihood of successfully 
implementing a preventive program. The first relates to the role attributes or 
skills of the innovator; the second to the organizational readiness of the host 
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organization. We view each as a necessary but not sufficient condition for 
successful program implementation. Furthermore, although we discuss them 
independently, these two factors obviously interact over time. 

Role Attributes cf a Successful Prevention Innovator 

Let us consider first some of the role attributes or skills characteristic of a 
successful innovator. These attributes are important additions to the specific 
professional training of the individual innovator. Child psychiatrists, for ex- 
ample, may have a considerable fund of knowledge about the mental health of 
children, various modes of adaptation they display, and characteristics of 
settings and relationships that promote optimal psychosocial development. 
Child psychiatrists also hav j an understanding of the characteristics of children 
at risk for various negative health and mental health outcomes. For successful 
program implementation, however, this array of knowledge and skills should 
be complemente ^l with the following additional specific skills. 

Goal Orientation 

The implementation of a preventive program requires that the innovating 
individual have relatively specific goals concerning the proximal outcomes of 
the preventive intervention. For example, in a program designed to reduce the 
incidence of learning disorders, the attainment of a specific set of academic skills 
by the target group by a defined point in time (e.g., beginning of fourth grade) 
might represent such a proximal outcome. Of course, a variety of accommoda- 
tions and adaptations will be required as the program is implemented. But 
having a clear understanding of the proximal outcomes to be achieved and the 
sequence of steps by which they will be achieved enables the innovator to 
distinguish those aspects of the program that must be maintained intact from 
those that can be adapted to the particular local context. 

Orientation to External Relationships 

Typically, program implementers must be able to reach out beyond the host 
organization. They must identify supporters and champions in the environment 
«s well as "gatekeepers" who have socially sanctioned control over access to 
critical resources needed to make the program effective. Th^ e critical resources 
may be potential program recipients, access to the media, .ommunity support 
for access to the schools, sources of local funding, or any of a variety of other 
needed items. An important aspect of this roln attribute is the capacity to be 
sensitive io the "strength of weak ties" (Granovetter 1973). Frequently those 
ties may be indirect connections among key individuals in the community who 
can bring needed resources and support to a program. Thus, for example, it may 
not be the personal acquaintance of an innovator, but a "friend of a friend" 
(Boissevain 1974; Sarason 1976) who is critical in implementing a preventive 
program. 
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1 esource Sensitivity 

The ability to mobilire needed resources and to know where they exist in the 
local community is an important attribute of successful innovators (Price 1986). 
Such people seem intuitively attuned to the availability of critical resources in 
the form of funding or influence. An iu^portant aspect of resource sensitivity is 
an awareness of potential threats to needed resources as well as to their 
potential availability. 

Participative Orientation 

The implementation of a preventive program is by definition a participative 
enterprise. The implementers must recognize that successful innovations al- 
ways require the involvement of others in program development and ideally 
make them major stakeholders in its success (Tornatzky et al. 1983). Successful 
innovators resist the temptation to "go around" an individual or organization 
and attempt to engage the person or group at some level in moving the 
preventive enterprise forward. 

Entrepreneurial Orientation 

Mental health professionals vary considerably in their willingness to go 
outside their own familiar professional setting to obtain the resources and access 
needed for a preventive program. Some professionals believe that their profes- 
sional training r:*emoves them from the necessity to engage in such activities; 
others believe that it entitles them to needed resources. What must be 
developed, however, is an appreciation of the art of n. ^tiation and coalition 
building. Frequently, a team approach is useful in developing a pieventive 
program precisely because some team members are more accustomed to an 
entrepreneurial approach than others. 

Cultural Sensitivity 

Because the implementation of a preventive program occurs in a local context, 
the innovator must be culturally sensitive to differences in assumptions, world 
views, and expectations that are likely to occur in diverse communities. For 
example, how ^ local community and school greet a program that screens 
children for learning disabilities may differ substantially depending on that 
communit/s past experience with similar programs, whether such programs 
have treated recipients with respect and caring, and the perceived ethnic 
sensitivity of the innovator. Similarly, programs designed to reduce such 
outcomes as teenage pregnancy, adolescent suicide, the risk for emotional 
disorder in children of disturbed parents, and conduct disorders or alcohol and 
other drug use in adolescents all can be hi^ly volatile in a local community 
situation. Frequently, reducing risk factors is not seen as a neutral act by some 
community members. Innovators who forget this do bo at their own peril. 
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Organizational Readiness 

Just as innovators with certain skilLs are more likely to achieve program 
implementation goals, preventive interventions are also more likely to succeed 
in host organizations that have certain attributes. D'Aunno (1986) described a 
set of characteristics related to an organization's readiness to implement a 
pieventive program. D'Aunno's discussion sensitizes us to critical aspects of 
host organizations that should be assessed before program implementation. A 
brief summary of D'Aunno's model for organizational readiness is given in 
figure 2. The remainder of this section briefly reviews the m^or elements of 
this model 



(1 ) Support/Demands from 

Environment of the Treatment Unit 



•State and Regionai agen.:ies 
•Advocacy Groups 



(2) Awareness and Acceptance 
of Problem by Host Organization 



(3) Attitudes. Beliefs, and Practices 
of Staff 



(4) Resources Available 
to Support Prevention 

•Funds 

•Fadltties 

•Expertise 



(5) Organizational 
Structures and 
Services that 
Facilitate the 
Adoption of 
Innovations 



Readiness to Launch and 
Support Innovative 
Prevention Programs 



Figure 2. A model of organizational readiness to lattnch prevention 
programs (adapted from D'Aumio 1986)« 

D'Aunno argued that organizational readiness relates in part to support and 
demands from the larger organizational environment to adopt an innovative 
prevention program (Van de Ven 1986). Advocacy groups in the local com- 
munity, region, or state, for example, may provide support and incentives to 
implement a prevention program, as well as financial resources, information, 
or technical assistance. Environmental support could include political pressure. 
The capacity of such pressure to affect organizational readiness should be 
appreciated and exploited. 

D'Aunno also observed that local awareness and acceptance of the problem 
to be addressed by the piogram is a second critical ingredient. Preventive 
programs aimed, for example, at teenage suicide or drug use are unlikely to 
encounter receptive audiences in the host organization if the local community 
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18 either unaware of or unwilling to acknowledge the problems. In such in- 
stances activities to enhance community awareness of and pressure to respond 
to targeted problems may be needed before a program is implemented. 

■ '"^ ingredient that both increases awareness and acceptance and 

IS^K P"«~"» implementation has to 

do with the attitudes, beliefs, and practices of the local host organization's staff 
or members. If the problem to be prevented is treated as a taboo topic to be 
avoided, It will hinder the host organization's readiness to implement preventive 
programming D Aunno argued that supports and demands from the environ- 
ment and attitudes and beliefs of local organizational membeis both affect the 
awareness and acceptance of the problem to be prevented and, in conjunction 
with problem awareness, may contribute to the likelihood that resources will be 
available to support a preventive intervention. These resourees, of course, 
materiar '""^^^^^ ^ fu«dB. personnel, expertise, facilities, and 

Yet another aspect of the host organization needs to be examined in assessing 
orgamzational readiness, that is, organizational structures and services already 
in Piacethat will facilitate preventive innovations. For example, D'Aunno 
nl^!^",!f f .? orgamzations are more likely to launch innovative prevention 
fo f!?iT. i organizational structures and services available 

to facilitate such adoption (Galbraith 1982; Van de Ven 1986). Organizations 
hat have already created roles to reach out into the community are more likely 
to adopt innova ive prevention programming Finally, organizations that al- 
ready havedeyeloped cooperative relationships with relevant referral agencies 
are also more likely to innovate. 

iJLr^^^^''' * r^"^"? organizational research and theoiy has 

Hk«l^^ ofT 1- of organizations that increase their 

Ukelihood of adapting to new conditions and demands from their environment 

ZihirnvT^K . \ For example, organizations with higher levels of 
flexibility in their structures for communication, coordination, and decision- 
ma^ng and flexibility in the definition of work roles are more likely to be able 
El!r P^^^'^**^^ Programs. Organizations with relatively 

high levels of communication among staff members and administratore 
(Georgopoulos 1986) are also more likely to adapt and to engage in cTXation 

atul~^'^^^^^^^ 

Thus far, we have outlined some of the role characteristics of potentiallv 
To^rJ" .P^^'^^ir i'^'^o^-to" and identified some of the cWterTtS 
K ,TJLr IT ""^^ ^^^^y *° *^°P* preventive innovations. Thoud, 

It IS un ikely that most innovators or host organizations will possess all theS 
attnbutee assessing and maximizing their presence before be^g he ^ 
StZ^cZT'''' significantly to the likelihoS of im^plemen- 
tation success. For example, examining the organizational readiness of a school 
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along the dimensions we have just described may lead to the choice of one school 
over another for beginning one's preventive program. As discussed beiow, the 
selection of a host organization with a high likelihood of success can have 
important positive impacts on subsequent efforts witn more problematic host 
OTMinizations. The organizational characteristics described previously provide 
the innovator with a practical checklist for selecting among potential target host 
organizations. 

Our discussion of the role attributes of preventive innovators can also serve 
as a checklist or inventory of useful skilte and orientations. It should be 
recognized that no single individual is likely to or needs to possess all these role 
characteristics to achieve successful innovations. Rather, we believe that the 
implementation of a preventive intervention in a local community setting 
typically requires a team rather than an individual enterprise. The aforemen- 
tioned checklist can be used to determine whether the team's skills and orien- 
tations, in aggregate, provide the needed role orientations and skills for 
successful innovation. 

Having reviewed critical aspects of organizational readinefls and role charac- 
teristics for effective implementation, we now describe a series of steps that 
increase the likelihood of successful implementation. 

Environmental Scanning and Initial Linkages 

Assuming the requisite role characteristics and a yeasonable level of or- 
ganizational readiness, the stage is set for the firet step in implementation. This 
step involves scanning the environment to collect critical planning data and 
establishing initial linkages with critical actore, both in the host organization 
and in the larger environment. We assume that the implementation team has 
already identified (a) a population subgroup th^ believe to be at risk, (b) abroad 
model for intervention, and (c) some preliminary ideas about the nature of the 
negative health and mental health conditions to be prevented. At this stage, 
the orientation of the project team must be both outward toward the target 
population and agencies that may play a role in the project, and inward toward 
the host organization where critical decisions about implementation will be 
made. 

Data-based planning and project implementation is necessarily a continuous 
process. Questions will be initially formulated and then reformulated. Alter- 
natives for implementation will be evaluated, sorted, and then reevaluated in 
the light of new information. This process is both continuous and interactive. 
Plans developed privately by a single individual are rarely likely to be imple- 
mented. Typically, they suffer from the absence of the diverse perepectives 
available from the various staff members in the implementation team and 
members of the host organization. For these reasons, the initial planning stages 
in the project should be interactive. In fact, we encourage that they be conducted 
O ;hin a workshop format. 
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Planning Workshop 

The rationale underlying the workshop suggestion is simDie If a w«ll 

n^IS^i^- * E!^ perceptions of the local environment in which ^e 
S,"^ rnidate IZ'""^'"^- The workshop fonnat also providL an opjor! 
S^hJ coUaboratore who will later be invoTi 

1 proyiaee a worksheet for planning a prevention :)roiect workahon Th^ 
quest^ns outlined on the worksheet In L used to JvX a numter'of ^ 
membets m a planning session and to mobilize their participation and in W 
^t«hoT'"^ T^?" ''^^^ broadened to include a widrranfiTof 

nSl ' 'T^^'"^ °* ««>"P«. otherTuman^^^i^ 

provideiB, or volunteer groups in the community. flSire the pranneiTf^^ 

Table i A Worksheet for Planning a Prevention 
PHect for an Identified Tai^et Population 



' ^Zl^lSX'nl''''''' characteristics. 
2. Identify m^jor stresses affecting the target population. 

^' Tmtff!^^^ popuh.tion should be reduced or 

eliminated with a prevention intervention? «uuv,ea or 

4. What skills does the target population need to develop to cope? 

5. Identify the agencies or groups in the community that must be involved in 
planning for this target population. Which person(s) need to b^Tnvol^ei? 

^" ^^uT ^ ^^^"^ '''""^ cooperation of the 

community groups or agencies? F^'^uvn oi tne 

7. Establish several tentative objectives for the intervention project. 

8. Identify intervention strategies to achieve these objectives 

10. How will the project be evaluated to determine the extent to whi.h 
inten^ention objectives have been Tret for theTarget g^^^^^^ ""^''^ 

^it'^e^^rrr ^'°'°Tl°"' «"PP^^' «P«««. expertise) 

will be needed? What sources for these resources should be appr^ch^? 
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Rarely will the product of such a workshop be a detailed program plan. 
Instead, an outcome of the workshop should be a substantial reduction in p'^afif 
uncertainty about the general direction of the project. Furthermore, this initial 
effort will almost certainly uncover a number of barriers, problems, and ques- 
tions that must be answered before additional planning can proceed. The data 
collected from such a local workshop can be combined with other data collected 
by methods described later; and all these data can provide critical information 
for later development of locally adapted project goals and objectives. 

Collecting data that focuses both on the host organization and its envLon- 
ment is clearly not a neutral act. Data collection in any organization occurs in 
a context of strongly held beliefs, vigorously protected territory, partisan view- 
points, and, at best, partially open communication* It is not surprising that 
many projects begin to fail early in their development because of the difficulty 
of getting adequate information about the host organization and other aspects 
of the program's environment that are necessary for effective implementation. 

Murrell (1976) recommended that initial environment scan^ ag activities be 
judged by two criteria. First, the information needed should be collected by 
unbiased methods; second, the information should subsequently be used in 
program operation. Much of his discussion focused on the frequently ignored 
issue of organizational context in which these initial environmental scanning 
activities are carried out. 

Murrell suggested that detailed discussion and interaction between the 
project staff and the director of the host oiganization should occur well before 
data collection begins. This early interaction is intended to maximize the 
likelihood that the information obtained from data collection will actually be 
used to make project decisions. Murrell suggested that the project sta£f should 
conduct what he calls an '4n-loop assessment^' of the host organization director 
and sponsor. This internal examination focuses on needs and resources in the 
sponsoring organization and should be done collaboratively with the director of 
that organization, wherever possible. Knowledge about several critical issues 
should result from such a review. First, the prevention project staffshould know 
the b'-^st organization's feared risks. For instance, the collection of information 
can ^ risky to an administrator. Certain types of information (e.g., consumer 
satisfaction or staff efficiency), if collected and made public, can threaten the 
stability of the host organization or finding sources. It must be recognized that 
although needs-assessment data can document a gap in an organization's 
service delivery network, it can also be interpreted as evidence of that network's 
failure to meet its responsibilities to the community. Thus, those interested in 
program organization should be aware that some agencies, particularly if their 
funding sources are *'soft" or dependent on public good will, may be reluctant to 
release certain types of information deemed relevant to program development. 
A second consideration involves weighing the perceived risks of gaining infor- 
mation against the costs of various methods of data collection. Some types of 
data collection^ such as social indicator data or census data, present relatively 
limited risk to most organizations. On the other hand, conducting a community 
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forum about the problem to be prevented may raise a number of uncomfortable 
questions for the host organization and^ therefore, may be justifiably perceived 
as risky. This does not mean that such a forum should not be undertaken. 

A third issue to address in the in-loop assessment has to do with the perceived 
benefits of information from the host organization's point of view. What does 
the host organization expect to gain from the implementation of the prevention 
project in its home territory? These expected benefits should be taken into 
account during the environmental scanning activity so that data relevant to that 
perceived benefit for the sponsor or host organization can be collected. For 
example, if the host organization believes that the proposed program will 
contribute to its reputation as an innovative organization, some measure of the 
community's opinion of its status as a resource might be included. Following 
such an in-loop assessment, it is essential to plan with the host the specification 
of critical choice points in the data collection process and to involve the host 
organization or sponsor in data analysis and interpretation. 

Methodological Options 
in Environmental Scanning 

There is no single best method Oi collecting data about the local environment 
in which a prevention program is to be implemented. A range of methodological 
options, however, can be considered. Each of these options has its respective 
strengths and weaknesses. Knowing those strengths and weaknesses is critical 
in making intelligent choices about what kinds of data are genuinely useful in 
program planning. Following are six datansollecting strategies that can aid in 
planning. In each cose, we briefly describe the method, comment on some of the 
underlying assumptions associated with the strategies, and mention some likely 
data sources as well as advantages and disadvantages of each method. 

1. Analysis ofaociodemographic and health statistics, This method involves 
compiling data from public records and making inferences about com- 
munity needs based on these findings. For example, police recoids mi^t 
be examined to assess the frequency and seriousness of juvenile offenses 
and to identify the geographical area in which to implement a program for 
the reduction of delinquency. The use of archival sources assumes that 
demo^jraphic and other social characteristics relate to the mental health 
of children. Available sources of such data include city planning depart- 
ments, funding agencies, health departments, police records, local and 
state educational agencies, and the census department. The advantages 
of archival searches are that such data are readily available and a wide 
range of information can thereby be obtained. There is no simple way, 
however, to relate these data to mental health programs and to prevention 
programming plans. Moreover, this method fails to consider citizen input 
on the meaning Qf the data. 
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2. Client use of agency services. This method involves examining previous 
patterns of use of agency services by clients and inferring on that basis the 
community's future needs. For example, caseloads of drug abuse treat- 
ment clinics could be examined to assess the need for services designed to 
prevent alcohol or other drug use in the schools or to respond to the needs 
of the children or siblings of the clinic's clientele. Examination of service 
reuonls assumes that all community needs are coming to agency attention 
and that high utilization reflects high need. Of course, this is not neces- 
sarily true. The typical data source for this method is agency records 
detailing the number of clients served by various programs over a par- 
ticular period of time. An advantage of this method is that all agencies 
have records available in some form, and at a reiatively low cost. Disad- 
vantages of this method are that its findings reflect demand other than 
need and that the findings may, in fact, reflect factors such as publicity, 
service costs, or availability— or perhaps the referral patterns of other 
agencies. 

3. Analysis of existing service resources in the community. This method 
involves a count of the type and capacity of relevant services in the 
community that are available to meet client needs. For example, telephone 
hotlines and emergency room services in a community might be identified 
to assess the degree to which suicide prevention resources already exist in 
settings accessible to youth. This method assumes that information about 
the availability of other retources is relevant to inferring community 
needs. Possible sources of information about other services include ser- 
vice directories, associations of agencies, existing agency relationships, 
staff knowledge, and client referral patterns. The advantages of resource 
analysis methods are that they help avoid duplication of services and can 
be completed at relatively low cost. Their disadvantages are that they do 
not provide a direct indication of a community's need for prevention 
services, they require consideration of multiple information sources, and 
the reliability is difficult to assess. 

4. Citizen survey. To achieve the most exacting estimate, this method 
involves interviewing a stratified random sample of citizens by mail, 
telephone, or personal contact. The content of the interview focuses on the 
respondent's mental health needs, problems in living, and knowledge of 
service availability. For example, a random sample of seventh-grade 
children could be anonymously surveyed to assess the degree of self- 
reported alcohol and other drug use as well as knowledge of such use by 
peers. Survey use assumes that the self-report of needs or problems is a 
valid indicator of a subgroup's or community's mental health needs. The 
advantage of surveys is that they provide relatively reliable, direct, and 
wide-ranging information, The primary disadvantages of the method are 
that it is expensive and time consuming and requires sampling expertise. 
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6. Key informant interviews. This method involves selecting no more than 
10 to 16 knowledgeable community members, such as police officers, public 
health nu»-«e8, long, time residents, or agency personnel, to interview about 
their perceptions of mental health needs of a segment of the community. 
F or example, problems of children of mentally ill parents could be assesMsd 
by interviewing knowledgeable social workers, nurses, psychologists, 
psychiatrists, teachers, and daycare workere. The key informant tech- 
nique assumes that those interviewed have an accurate picture of the 
problems of community groups or areas. Data sources include repre- 
sentatives frc.^ existing networks of community action groups, service 
agencies, field workere, and citizens groups. This method is quick and 
economical, and it may lead to other information sources. In some cases, 
it also provides information on the political climate of the community, that 
is, its readiness to accept the proposed intervention. The disadvantage of 
this method is that it may not be truly representative of the groups in need, 
because the percoptinns of key informants may be biased or selective. 

6. Community forum. This method involves holding a well-publicized public 
meeting at which a wide range of participants discuss their perceptions of 
community needs. For example, a community forum could be held on the 
needs for additional programs for learning-disabled children or for the 
children of depressed mothere. Use of the community forum assumes that 
participants are representative of or understand the groups in need and 
that their perceptions are accurate indicatore of such need. Thus, the data 
source is citizen's public statements. The advantages of a community 
forum are that it is eivonomical, produces diverse input, and can be a 
catalyst for citizen action. The disadvantage is that a large forum limits 
mdividual participation. Frequently, however, these community forums 
are poorly attended and highly reactive. They may also raise unrealistic 
expectations about what programs can accomplish. 

As 8 group, these strategies for environmental scanning have two important 
characteristics. Firet, a number of them provide data about the context of the 
local program to be implemented. Furthermore, contact with the data source 
IS, m many cases, a critical opportunity to link with members of the host 
organization or other agencies or with groups whose collaboration and support 
are needed for program success. This is particularly true, of course, when 
agencies are contacted to assess service utilization patterns or available service 
resources in the community. Similarly, key informant interviews and com- 
munity forums can represent important initial contacts with the host com- 
munity. Even the analysis of archival health statistics can provide initial links 
with critical agencies such as local public health or police departments 



FROM RESEARCH TO IMPLEMENTATION 



Organizational Focusing: 
Mobilizing Internal Resources 

The prwees of environmental scanning provides progKun implementere 
a wide range of obeervaiions and data relevant for program plannmg. Unfor- 
tunately, it also frequently leaves the implementation team with more options 
than it can choose. Thus, the next stage of development requires the innovation 
team to defme specific program goals and objectives, wh ich serve a dual purpose. 
First, they focus the project team and, in some cases, members of the host 
organization, on a limited number of specific activities aimed at carrying out 
the steps necessary for program implementation. We refer to this as "organiza- 
tional focusing." If properly formulated, the development ofgoals and objectives 
also provides specific measurable program outcomes. These "proximal out- 
comes" (Price 1987) reflect the short-term objectives to be achieved by the 
prevention program. 

In the local implementation of model programs, long-term objectives seldom 
can be measured. These longer term, "distal" objectives are typically measured 
in the preventive trial from which the model program was developed (Lorion, 
Price, and Eaton, this volume). Assuming that there is reasonably strong 
evidence of a causal connection between proximal and distal outcomes, the 
achievement of proximal outcomes serves as an indicator that the program is 
functioning as it should in its new host organization. 

(Consider the following example If, as some researchers suggest (Kumpfer, 
this volume), cigarette smoking is a "gateway drug" to more serious drug use 
problems, then reduction in the number of new cigarette smokere in junior high 
school can serve as a proximal indicator to monitor an alcohol or other drug use 
prevention program. Of course, any proximal indicator is useful only if it can 
be observed reliably and if there is reasonably strong evidence of a causal 
connection between it and '\ distal outcome of concern. 

Thus, by focusing on goals and objectives, the innovator gains an opportunity 
to distill and reorganize information collected during environmental scanning, 
llie formulation of pre\ .ntion project goals serves a crit cal planning function 
and represents an important conceptual stage in the implementation of preven- 
tion programs. This planning function must be a collaborative undertaking. 
The formulation of goals and objectives can and should bring people from the 
project and host organization together and serve as an opportunity both for 
clarifying concepts and for mobilizing the energies of stafi'and administrators 
toward a common goal. This is a critical link between activities of the environ- 
mental scanning, on the one hand, and program implementation, on the other. 
The approach we describe here has been developed by Reddin (1971) andBurian 
and his colleagues (1979) and has also been described in Price and Smith (1985). 



er|c IP 2 



112 PREVENTION OF MENTAL DISORDERS 



Developing a Problem Statement 

Organizational focusing begins with fonnulating a problem statement. The 
problem statement, in a sense, reinvents the original preventive trial, because 
similar problem statements have been formulated during the original proven- 
live tnaL 

At least three elements must be present to define a problem. Firot a desired 
end state or prevention goal should be selected. Second, information concerning 
the situation or circumstances of a target group should be available. And 
finally, the sought-after difference between the current situation and the 
prevention goal or end state must be specified. An example of a problem 
statement IS given in table 2. Various indicators of the present condition are 
given on the left-hand side of the problem workup. On the far right-hand side, 
the Ideal state of affairs or goal is stated in general terms. Finally, barriers that 
stenci in the way ot reaching the goal are listed in th^ middle of the table. This 
problem statement illustrates how data from the environmental scanning stage 
can be incorporated. The barriers listed in table 2 represent hypotheses about 
m^or problems to be removed to reach the desired prevention goal 



Table 2. Problem Workup Example 

Condition Barriers Problem 



Present 



Family life streas 
in Washtenaw County 

Indicators: 

Number of divorces 
in 1985 



Number of separa- 
tions in 1985 

Number of domestic- 
disturbance police 
calls in 1985 

Number of child- 
neglect referrals 
in 1985 



Deficiencies in 
intrafamilial 
communication 
skills 

Inadequate prepara- 
tion for marriage 

Underemployment 
and unemployment 

Deficiencies in 
community supports 
for one-parent 
families 



Resolution Goal 



Sound family life 

in Washtenaw County 
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Thb analytic approach to prevention program planning represents a strategy 
for removing the barriers to the desired end state. In a sense, then, one can s^ 
that the prevention program is simply aimed at removing barriers to a desired 
prevention goal. 

Forming Goals and Objectives 

There is a sharp distinction between prevention project goals and project 
objectives. Project goals are general statements that specify the sought-after 
condition or state of affairs. On the other hand, a project object! • is a specific 
statement of the outcomes that indicate progress toward the goal or the removal 
of barrieis within a specific time frame" (Price and Smith 1985, pp. 47-48). In 
this approach to planning, no direct measure of program goals is made. a. 
the focus is on specific attainment of specific operational objectives that define 
the path toward the goal. 

Formulating explicit, well-designed project objectives is difficult, time con- 
suming, frustrating, and absolutely essential to effective program planning. 
Each objective formulated for a particular prevention program must specify four 
elemento: (a) the result to be achieved; (b) the criteria by which we will know 
the result has been achieved; (c) the timeframe within which it is expected that 
the result will be attained; and (d) the target group or object toward which the 
program effort is aimed. Table 3 illustrates examples of these elements of 
objectives written for an elementary drug use prevention program. 



Table 3. Example of a Prevention Program Objective 



Target 80 percent of seventh and eighth graders at Wilson School 

Result Knowledge of harmful efCr of drugs 

Criterion: The XYZ test 

Time: By the end of the 1986-1987 school year 

Objective: "By the end of the 1986-1987 school year, 80 percent of the 
seventh and eighth graders at Wilson School will have 
gained an acceptable level of knowledge of the harmful 
effects of drugs as measured by the XYZ test." 
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This sort of organizational focusing activity is extremely valuable in the 
process of program implementation. It should be undertaken collaboratively 
with the innovation team, and the results should be shared with the host 
organization. The objectives, if properly formulated, specify the elements of the 
program and indicate the proximal outcomes that can be used to monitor 
program implementation. 

Though we can state objectives precisely, we may not always know at the 
outset that they can be completed. Writing achievable objectives depends on 
considerable prior knowledge of the phenomena under consideration the 

capacities of projectstaff to achieve programmatic workovertime,andanumber 
of other elements about which there may be some uncertainty Even if prior 
knowledge is imperfect, the focusing function involved in formulating goals and 
objectives should not be neglected. As more realistic estimates of progress ai e 

K ^ ^"'^^ and possibly revision 

should be scheduled regularly, perhaps annually, at the time of reformulating 
budgets and renewing organizational arrangements for program continuation 

Implementation 

The time for implementation is at hand when the innovator is armed with 
appropriate role characteristics; the host organization is at a reasonable level 
of readiness; planning data have been collected through environmental scan- 
ning; and goals and objectives have been defined that take into account local 
variation and uniqueness. The necessary steps have now been taken to reinvent 
the onginal prevention model that constitutes the innovation in this process 

^^t^hn^rT ^^cT "^"^^ li^ratMve suggests enhance the 

probability of successful implementation and some of thedilemmas faced by the 
implementer in attempting to balance program fidelity with the need for local 
adaptation. ^^^^ 

fi, JTf his colleagues (1983) suggested that implementation can be 

thought of as a host of activities which take place between Adoption (some point 
of organizational commitment to the innovation) and the permanent incorpora- 
tion of the innovation into the organization's repertoire of practices" (p 131) A 

numberofresearchershaveconductedempiricalstudiesanddevelopedtheories 
about factors that affect the likelihood of successful implementrtior 

Facilitating Factors 

Experimental studies varying the conditions under which mental health 
innovations have been implementeu (Fairweathor et al. 1974; Tomatzky et al. 
1980) reveal that implementation success depends on thedegiee of participative 
decision-^akmg in the host organization and whether interventionand consul- 
tation techniques emphasize face-to-face interaction. In support of this Corbett 
and Guttinger (1977) reported that team, rather than iudSat invol^^^^^^ 
m a workshop trainingsession increased the likelihood of an effective implemen- 
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tation. In addition, Yin (1979, 1980) observed that the existence of local 
initiative in the development of an innovative program is related to implemen- 
tation success. Similarly, Ym et al. (1977) reported that practitioner involve- 
ment in implementation planning, in this case involving teacher participation 
during strategy sessions, and early practitioner experience with innovative 
technologies aided later implemer/cation efforts. 

Stolz (1981, 1984) has also reviewed the literature in this area. She reported 
thatthestrong€6t single variable influencing the diffusion of models is personal 
interaction between the agency decision-maker and a colleague who promotes 
the use of the model. Her studies suggested that individual contacts and 
individual personalities are crucial in determining whether a particular tech 
nology would be used. The findings reported by Pattonetal. (1977) support this 
view These researchers interviewed decision-makers and found that the single 
most important element in the utilization and implementation process was the 
"personal factor," which appeared to be "made up of equal parts of leadership,^ 
interest, enthusiasm, determination, commitment, aggressiveness, and caring- 
(Pattonetal. 1977, p. 155). 

Stolz (1984) wisely observed that the personal factor described here should 
not be misinterpreted as evidence that successful innovators are unusual 
individuals or that nothin^short of extraordinary personal resourcesand energy 
is effective. Rather, as other research has shown, the adoption of innovations 
, d their successful implementation frequently result from the efforts of a single 
individual who works with local organizations and maintains a personal 
relationship with them over time. An example of how this process has been 
institutionalized is the use of locally based agricultural experts who give farmers 
information on the latest developments in agriculture. These Agriculture 
Extension Service agents, through their friendships with local farmers, effec- 
tively disseminate improved farming techniques (Knott and Wildavsky 1980; 
Lawler 1982). 

Finally, Rothman et al. (1976) concluded from research on innovation that 
innovations allowing for a "trial run" have a higher adoption rate than innova- 
tions requiring total acceptance or adoption without such an anticipatory trial. 
Rothman et al. translated this generalization into the following practitioner 
principle: Practitioners wishing to promote an innovation in a general target 
system should develop it initially in a partial segment of that target system. 

Table 4 summarizes the facilitating factors described here. This summary 
table, though primarily descriptive, can be thought of from a prescriptive point 
of view. That is, in actually implementing an innovation, attempting to maxi- 
mize each of these factors should be important to the ultimate success of the 
program. 



o irf; 

FRir 



i6 PREVENTION OF MENTAL DISORDERS 

Table 4, FacUitating Facto rg in Program Implementatf on 

• Participative decision-making in the host organization 

• Use of face-to-face interaction in communication 

• Stimulation of local initiative in implementation 

• Early involvement of practitioners in the process 

• Personal interaction between host organization decision- 
makers and program implementer 

• High levels of personal commitment by implementer 

• Personal relationships established over long periods of time 

• Partial adoption preceding full implementation 



Fidelity Versus Adaptation 

Thus far we have suggested that the development of an increased level of 
participation among those who will implement the innovation is likely to 
increase its success. Furthermore, numerous research studies suggest that 
mcreasing the sense of program "ownership" by the host organ izationTritTcal 

JnnZfT"'fi. 5 r'^u^°'"**''^ ®* ^ true, we are 

confronted with a dilemma, because increasing the sense of ownership may also 

TdZi^ J^T ^'""'^T! ^" "^'^^y P"'^™ in ways that 
address local needs and demands but thereby reduce its effectiven«s. A 

(ISsljot^i^^^ ^'^''^ concerning this issue. As Stolz 

In the study of laiowledge diffusion and utilization, a major controverey 
centers on whether to insist that a model be used in a form as close to the 

^^T^fZ ? ^'^^^ *° organizations 

^Q^f X '"^^^^''^J^ (adaptation) (Emshoff 1982; Roitman and Mayer 
f T ***** modification of a model 

would dilute Its effectiveness in some unpredictable way. In this view, any 
use of a model requires consistent application across settings. Otiiere 
^rnf3'r"*?u .*^**.^T^ «^«ry setting is different, models must b^ 
^HH^ f"'™ their original form to be suitable for the organizational, 
political social and economic characteristics of the new setting. Adaote' 
tion, in this sense, is not just a cost-saving compromise. Adaptation (or 
reinventK,n see F. Rice and Rogers 1980) means creative changes n^^- 
sary to adapt the model to local ci: . amstences. Many authors suigestThtt 
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human service providers have such a strong preference for adapting 
models and that models may not get used unless some adaptation is 
permitted (Fawcett et al. 1980, p. 238). 

As discussed, we believe that both fidelity and adaptation have their respec- 
tive strengths and weaknesses. Striving for fidelity presumably enhances the 
likelihood of success, because the model program, not some variation, was 
originally deemed effective. The disadvantage of striving for fidelity is that the 
difficulty of implementation incri>ases if the host organization or practitioners 
must adapt to the innovation rather than the reverse. 

At the same time, adaptation has its own advantages and disadvantages. 
Seekins and Fawcett (1984) argued that permitting some adaptation of a 
program model promotes rapid implementation and diffusion of the interven- 
tion. The obvious disadvantage, however, is that some adaptations may actually 
decrease the effectiveness of the innovation and thereby reduce the likelihood 
of further dissemination. 

A number of strategies have been used by program designers to preserve 
fidelity (Stolz 1984). Some develop certification programs so that the imple- 
mented program is certified as ^'real" only if certain criteria are met. Others 
attempt to control adaptation by not permitting any modifications of procedures 
for an initial period of time. Still others select only cooperative sites or reject 
host organizations that seem intent on making significant adaptations to the 
program. 

Stolz argued that the evidence indicating that adapting programs reduces 
actual effectiveness is mixed. Roitman and Mayer (1982), for example, 
reported a correlation of approximately 0.4 between fidelity to the original 
model and effectiveness of the program. Although this is a correlation of 
moderate magnitude, it suggests some relationship between program modifica- 
tion and effectiveness. 

We believe that the appropriate resolution of the fidelity versus adaptation 
dilemma requires the distinction between the core elements of the intervention 
and the adaptive characteristics that can be adjusted to local circumstances. 
For example, a preventive intervention designed to reduce alcohol and other 
drug use problems in junior high school students may involve a well-articulated 
curriculum of ten training sessions with learning objectives for each session. 
Presumably, this is the core technology of the intervention, and the achievement 
of the learning objectives represents a check on the degree to which the program 
has been effectively implemented. On the other hand, the nature of the site in 
which the program is delivered, timing and scheduling issues, who delivers the 
program, and other factors may be modifiable with less risk to the fidelity of the 
program. 

Prevention programs are rarely described in ways that easily allow for 
distinguishing between what is "core technology^' and what is not. In many 
cases, a model program has not been evaluated in ways that identify essential 
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program elements. Nevertheless, a distinction between core and adaptive 
characteristics of the innovation is critical if program implementation is both to 
be effective and to obtain the original prevention goab. 

Closing the Feedback Loop: 
Monitoring for Fidelity 

As stated earlier, preventive interventions are soft technologies. Political and 
economic forces in the host organization, as well as in the larger environment, 
tend to squeeze, distort, and otherwise alter prevention programs, sometimes 
reducing their effectiveness. Consequently, it is important to collect informa- 
tion that documents how the program is being implemented. Such information 
can serve as a gyroscope to keep the program on course in the face of organiza- 
tional pressures to distort it in various ways. Data of this sort close the feedback 
loop and allov those delivering the program to alter various Mpects of the 
program that may have drifted from their originally planned course. 

It should be emphasized that this sort of data collection is quite different from 
tho outcome-oriented data collected in the context of a preventive trial (Lorion, 
Price, and Eaton, this volume). Its intent is to assess the degree to which the 
prograna meets short-term and proximal objectives that have been shown in the 
preventive trial to be linked to longer-term preventive outcomes. To the degree 
that itdoes, we can have some confidence that the program is being implemented 
in such a way that its desired preventive impacts are likely. 

Though there is a wide array of data that would be useful to collect about 
program implementation, two types of information are particularly important. 
First, documentation that thecore technology of the preventive program is being 
delivered as intended is critical information. For example, a program designed 
to increase the learning skills of children at risk for developmental disabilities 
may require 200 hours of active learning experiences with personal computere 
as a ciitical core component. Data indicating that children in the program 
receive less than half that amount would show that the core technology is not 
in place. 

A second major type of program monitoring data involves tracking the 
attainment of the program's proximal objectives, Recall our earlier example of 
cigarette smoking as a gateway substance. If smoking precedes use of other 
drugs, reducing the incidence of cigarette smokingshould be a proximal outcome 
for a program targeted to a broad array of alcohol and other drug use, health 
and mental health outcomes. * 

A number of different data sources can provide information that indicates 
how a program is being delivered. Frequently these data are available from the 
host agency in routine program records, including tht following: 
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• Charadenaticsofthe target population These data include demographic 
characteristics, special needs and problems, and characteristics that may 
affect receptivity to the preventive intervention— all important data 
sources for program monitoring. If the program is being delivered to 
populations whose characteristics are strikingly different from those of 
the target population in the original preventive trial, preventive impact 
is obviously uncertain. 

• Measures of program delivery objectives. These include indicatore of 
successful administration of specific components of the program, atten- 
dance information, or other data concerning the degree to which the 
program is delivered as designed. 

• Staffing patterns. These may vary and, in some cases, may be an 
important core element of the program. If so, such staffing information 
should have been specified in the description of the original preventive 
trial, and information about staff background and education, previous 
experience and skills, selection, supervision, and communication flow 
should be monitored in the replication. 

• Proximal program outcomes. Examples include smoking incidence in 
drug-use prevention, school absence in delinquency prevention, suicidal 
ideation in suicide prevention, or academic achievement scores in 
programs to prevent learning disabilities. 

• Cost data. This information— per service episode, per client, or per unit 
of risk resolution— can be collected in many cases. Cost data are impor- 
tant to monitor, both for the purpotes of future budget planning and for 
program justification. The cost efficiency as well as efficacy of a program 
are considerations that cannot be ignored. 

Broekowski et al. (1978) offered several principles concerning implementa- 
tion of program monitoring systems. They argued that one important prereq- 
uisite for any monitoring system is a thorough understanding of the multiple 
decisions that managere and program delivery staff must make for daily 
operations and future planning. It may be useful to follow and observe staff 
over time to better understand the environments in which they operate and the 
types of decisions they make. Similarly, in-depth interviews with agency 
directors and staff can be informative. Examining the minutes of meetings and 
other records also, frequently, provides important information. 

A second principle suggested by Broskowski et al. (1978) is to secure the 
commitment of management in tne host organization. Knowing about 
managerial decision-making does not assure the actual use of information 
.collected in the context of program monitoring. Asking program delivery per- 
sonnel or managers of the host organization to comment on the form in which 
information is provided frequently can improve the likelihood of its use for 
program monitoring and stabilization. 
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Finally, ensuring staff participation and cooperation is crucial, both in the 
design of a monitoring system and in its implementation. One strategy to 
increase participation is to provide frequent reports to staff and offer continual 
feedback, asking them to suggest improvements in the reporting system they 
must use. 

Finally, developing a monitoring system incrementally is important. By 
working in stages, staff can spend time determining what are essential data to 
be collected routinely and what can be obtained on an ad hoc basis. In addition, 
usmg an incremental approach allows those who are developing a program 
monitoring system to obtain responses from staff on initial versions of the 
system, and on subparts as they are implemented. 



Conclusion 



Successful implementation of aprevention program is aforra of organization- 
al reinvention. Furthermore, successful implementation depends on the par- 
ticular role attributes of implementers and the organizational readiness of the 
host organization. The actual process of implementation begins with environ- 
mentalscanning and establishing initial linkages with the environment. Data 
collected in the context of scanning provide an opportunity for organizational 
focusing, which involves setting objectives and mobilizing staff and other inter- 
nal resources toward program implementation. 

We have argued that a number of organizational factors facilitate successful 
implementation, particularly enhancing participation, obtaining the commit- 
ment of the implementers, and developing preventive interventions on a partial 
basis before full implementation occurs. We also suggested that eveiy im- 
plementation of a preventive program involves balancing a desire for fidelity 
versus tne need to adapt the program to local circumstances. Making a diatinc- 
tion between core technology and adaptive features of a program increases the 
probability of successful implementation and, at the same time, maintains the 
likeiinood of program impact. 

Finally, the implementation of a prevention program involves monitoring of 
critical data to determine whether the program is being delivered as intended. 
These data, when fed back to the program, can be used as a basis for program 
adjustments to maintain fidelity. They allow the program to continue to ooerate 

as aneffectivesocial system, involvingavulnerablepopulationandasupportive. 
growth-enhancing environment. That is, after all, the ultimate goal of preven* 
ti ve research and action . 
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The things that you're liable 
To read in the Bible 
They ain't necessarily so. 



— Ira Gershwin 



Everyone ''knows" that an ounce of prevention is worth a pound of cure and 
that a stitch in time saves nire. Why, then, is prevention given such short shrift 
in public policy, in the health habits of the public, in the education of medical 
students, and in the practice of medicine? 

For one thing, what everybody knows is not always true. If the m taphoric 
ounces, pounds, and stitches of the aphorisms are converted into dollar costs for 
prevention and cure, the saymgs hold true only for some preventive interven- 
tions and are clearly false for many others; if they are converted into indexes of 
health outcome (morbidity and mortality), the bottom line becomes much more 
favorable; that is, much of the time, effective prevention offers better health at 
additional cost. Unless we specify the target, the units of assessment, and the 
social context, we cannot evaluate eflicacy in unambiguous terms. The lOUs 
issued in the early days of the mental hygiene movement, which promised that 
mental illness would be eliminated by education about human relationships, 
proved to bf unredeemable. The result was widespread disbelief in preventive 
psychiatry (Eisenberg 1962). 

The fact is that a number of sources of psychiatric morbidity in the United 
States have been markedly reduced. Depressed and demented patients with 
pellagra no longer crowd the wards of state institutions; yet, during the first two 
decades of this century, the number of cases of pellagra 'vas estimated at 500,000 
(Roberts 1920), of whom 40 percent displayed "mental symptoms" and 4 percent 
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were committed as 'Insane" (Singer 1916). Research by Goldberger (1916) 
eetablished the dietary cause of the disease; the tide of pellagra abated as social 
and economic progress ended the dependence of Southern tenant farmers on 
milled corn as a dietary staple (Sydenstricker 1968). Congenital paresis became 
a rarity with the effective treatment of syphilis. Vaccination against measles 
and rubella has markedly reduced brain damage resulting from uncontrolled 
infection in infants and children (Gruenber.fi; et al. 1986). In contrast, the 
pathogenesis of such psychiatric disorders as schizophrenia and Alzheimer^s 
disease are so little understood that we lack plausible rationales on which to 
design preventive programs. 

Between the proud successes and the €u*eas of ignorance is a large gray zone: 
areas of public polipy where knowledge suffices for eff^ective intervention, but 
social action moves by fits and starts or not at all. Were sex education and 
family-planning clinics to be provided in public schools (Kenney 1986), current 
methods of contraception could reduce teenage pregnancy and its consequent 
neuropsychiatric and psychosocial morbidity for mothers and infants; were 
housing laws enforced and lead in ambient air controlled by environmental 
regulations, the toll of lead encephalopathy in children could be contained. 
Public health programs lag behind what is possible because the political will to 
act on the available knowledge base is lacking (Richmond and Kotelchuck 1 986). 

Thus, despite prevailing cynicism about prevention in psychiatry, much 
mental diseaae has been prevented, more could be averted with what is now 
known, and additional accomplishments await the new knowledge basic re- 
search can provide. 

In formulating health policy, judgments about investing in prevention will 
differ depending on the criteria for outcome; that is, is the goal the reduction of 
mortality and morbidity or the reduction of health care costs? The goals (and 
the values that underlie them) must be stipulated if we are to achieve a common 
underetanding of the potential for, and the limits to, prevention. To place the 
issues in context, thus chapter will consider the following topics: the economics 
of prevention, alternative paradigms for prevention, assessing side effects, 
decisionmaking in a pluralistic society, and public policy on psychiatric re- 
search. 



The Economics of Prevention 

There's no such thing as a free lunch. 

—American folk saying 

For most physicians, it is taken as a given that preventing disease is one of 
thechief aims of medicine, even if practice is not always in accord with principle. 
When Government is asked to provide the funds for, say, a populationwide 
immunization program, it often relies on an economic cost-baneflt analysis in 
^^^ ivingat a decision (Russell 1986). It asks: Will the investment in prevention 
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produce net budget savings by lowering subsequent costs for medical care? The 
analyst assigned to the task faces an important decision at the outset. Is the 
calculus to be limited to the direct costs (for physician visits, hospitalization, 
special schooling, and institutionalization), or should it also include the indirect 
costs resulting from disease and its sequelae (wages lost from work missed and 
earnings lost over a lifetime because of incapacity or death)? And should an 
attempt be made to transform pain and suffering into monetary terms? 

The inclusion of indirect costs in the cost-benefit equation provides a far more 
comprehensive answer, but it poses a bureaucratic dilemma. Direct costs are 
immediately evident in the increased expenditures for the new preventive 
initiative; the effect on health care costs will become apparent more slowly. The 
savings in indirect cosl? do not appear in the health budget per se; accrue over 
a longer time period; are not easily credited to an, initiative undertaken y-^rs 
earlier; and are likely to be less compelling to elected officials preoccupied with 
this year's budget, the one by which taxpayers will judge them. 

Koplan and White (1986) carried out cost-benefit analyses of the impact of 
measles and rubella vaccination for one birth cohort: the 3.5 million infants 
born in 1981, 95 percent of whom would have been infected by early adulthood 
in the absence of immunization. The computation included both direct and 
indirect costs. For measles vaccination, total costs were $51.1 million (including 
vaccine side effects and cases not averted); without vaccination, costs from 
disease would have totalled $745 million; the benefit-to-coet ratio is 14.6 to 1. 
If the calculation is limited to the direct impact on the health budget, the 
benefit'to^ost ratio becomes 3 to 1. For rubella, the $54.8 million spent on a 
vaccination program saved $611.6 million in disease costs, a benefit-to-cost ratio 
of 11.2 to 1. If the calculation is limited to direct costs, the ratio becomes 2.6 to 
1. Thus, by either system of reckoning, each vaccination program is an enor- 
mous bargain. 

As to health effects, the gains from each are even more impressive: 3.3 million 
cases of measles, 360 deaths, 1,100 cases of measles encephalitis and 30 cases 
of subacute sclerosing panencephalitis avoided in the first instance; 1.5 million 
cases of rubella, and 2,000 cases of congenital rubella syndrome (including 
400 deaths and 300 cases of mental retardation) averted in the second. 

The campaign to eliminate rubella is informative about addidonal aspects of 
policy: the choice of an appropriate prevention strategy and the inclusion of a 
system to monitor compliance. U.S. policy is based on attaining universal (or 
near universal) immunization at preschool age, with a secondaiy program for 
susceptible adolescent and adult women (Bart et al. 1985). With effective 
implementation of this policy, the incidence of rubella has declined by 99 percent 
since 1969, the year the vaccine was licensed (Centers for Disease Control 1987). 
Between 1969 and 1980, cases of congenital rubella syndrome (CRS) continued 
to occur in appreciable number; since then, the annual rate has been reduced to 
one-sixth of the 1969 total, as herd immunity has taken effect and as the 
»^"iously immunized have begun to reach childbearing age. In contrast, CRS 
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pezsists in the United Kingdom, which opted for astrategy of selective protection 
of adolescent girls rather than universal immunization (Eklitorial 1987). The 
choice by British authorities was based on their limited success with population- 
wide vaccination (even today the uptake of measles vaccine is only 68 percent). 
Until vaccine uptake levels exceed 90 percent, the incidence of CRS can show a 
paradoxical increase. Because the virus circulates more slowly in a partially 
immunized population than in an unimmunized one, age at disease shifts 
toward the reproductive years. It is not enough to have a potent vaccine; to be 
effective, it requires an appropriate strategy for use. That strategy, in turn, 
rests on a system for monitoring uptake, enforced by law in the United States 
at time of school entiy. 

In the case of vaccination programs for adults, anticipated dollar savings 
prove to be illusory. Vaccinating all Americans age 65 and older against 
influenza in a typical year in the 1960s would have resulted in a net additional 
cost to the health budget of $600-$700 per year of life gained if 50-percent vaccine 
efficiency is assumed and of $300-$400 at a 70-percent efficiency. (See Klarman 
and Guzick 1976, who cite J. Kavet in Influenza and Public Policy, 1972.) To 
take a second example, communitywide use of polyvalent pneumococcal vaccine 
(pneumoyax) for persons aged 45 to 64 would cost about $5,700 per year of 
healthy life gained; if pneumovax were to be administered to persons age 65 and 
older, the cost would decrease to $1,000 per year of healthy life gained (Willems 
and Sanders 1981). Is $5,700 per year of life gained, or $1,000, or $500 a 
reasonable expenditure? And from whose standpoint? The answer will differ, 
not only in relation to the value placed on a year of life, but also to the availability 
of resources. The cost of administering pneumovax would exceed the total 
health care budget in many developing countries; for the United States, univer- 
sal pneumovax immunization for those 65 and older would require some 0.2 per- 
cent of current national health care expenditures. 

Nor does the economic analysis end here, The elderly patients for whom 
vaccination protects against prematura death (an event without "cost" to the 
health care system or to economic productivity because most are retired) live 
into additional years of risk for other diseases that will entail medical costs. If 
costs from disability during these years are entered into the computation, the 
"price" per year of life gained from influenza vaccination increases manyfold 
(Office of Technology Assessment 1981). Indeed, from a macroeconomic 
perspective (Gori and Richter 1978), to the extent that preventive measures 
increase the number of elderly Americans, they will add to social security costs 
and to medical costs because of the infirmities of age, 

None of this diminishes the case for prevention when it is weighed on a scale 
of humane values; health benefits may well be worth added costs. But it does 
illustrate the hazard of accepting official rhetoric that makes cost control the 
primary justification for prevention, as President Carter (1979) did when he 
wrote that health promotion and disease prevention "can substantially reduce 
both the suffering of our people and the burden on our expensive system of 
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medical care." What is proffered on the flawed premise of cost control may just 
as easily be denied when it becomes evident that it adds to expenses. 

The danger of relying on a claim of cost savings as a principal justification 
for prevention applies no lees to children than to the elderly. Althou^ vaccina- 
tion against measles and rubella (and other childhood infectious diseases as 
well) yields dollar savings as well as health benefits, this is not true for disorders 
of much lower prevalence and preventive methods less dramatic in their effects. 
Such a situation is illustrated by an economic analysis of screening programs 
to detect asymptomatic lead poisoning in preschool children (Berwick and 
Komaroff* 1982). Is the investment in screening and treating more or less 
''costly^ th an paying for medical care, special education, and institutionalization 
in the absence of screening? 

For screening by the free erythrocyte protoporphyrin assay, total dollar costs 
are lower than those in its absence only when the prevalence of lead poisoning 
among preschoolers in the community is 7 percent or higher. When prevalence 
is less, it is ''cheaper^' for the health budget to provide care after the fact. It is 
clearly not cheaper for the poisoned children and their families, whose costs in 
the form of encephalopathy, learning disabilities, ment^al retardation, and 
personal suffering are not weighed in the formal analysis. 

There is an even more fundamental issue at stake. Screening is designed to 
detect toxic lead levels early in order to minimize biological effects; it does not 
reduce initial risk. And that risk is present at blood levels much lower than 
those previously thouj^t to be necessary (Davis and Svensgaard 1987). Primary 
prevention (controlling lead in industrial effluents, requiring lead-free gasoline, 
and mandating the prophylactic rehabilitation of housing stock contaminated 
by lead paint) has been deemed ''too costly^ by industry and has not been 
required by Government. A meaningful cost-benefit analysis of prevention must 
distinguib;h between the costs borne by victims, those borne by the health 
budget, and those assignable to the commercial ventures that contribute to the 
ubiquity of lead in the environment. 

Cost-benefit analysis can be a useful and informative exercise. There is, for 
every prevention program, a point at which the size of the investment will not 
be warranted if the health benefit is limited to relatively few. Further, it is 
important to compare the costs of alternative methods for achieving the same 
goal. It is morally unacceptable, however, to base decisions on economic con- 
siderations alone, without taking into account human costs and the differential 
distribution of benefits and costs in the various sectors of the population. 
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Paradigms for Prevention 

A world ends when its metaphor has died. 

—Archibald MacLeish 

The protection against disease afforded by vaccination is commonly taken to 
be the ultimate paradigm for prevention. The World Health Organization 
(WHO) campaign against smallpox provides the most spectacular example of its 
success. In 1967, when the campaign was initiated, 15-20 million new cases and 
some 2 million deaths were occurring annually in 31 countries with endemic 
foci; the last clinical case was reported in Somalia in October 1977 (Breman and 
Arita 1980). The variola virus now exists only in WHO-certified, secure con- 
tainment laboratories in Atlanta and Moscow. Now that it has proven possible, 
by recombinant DNA techniques, to insert segments of the variola genome into 
noninfectious bacterial plasmids, there is no longer a scientific need for main- 
taining stocks of the virus (Dumbell 1987). 

For the first time in history, a mcgor disease has been entirely eliminated by 
planned human action; clinical smallpox will not occur again unless the virus 
is deliberately reintroduced into the environment as a biological weapon. 
Worldwide economic benefits are estimated at more than $1 billion each year; 
the savings to the United States each month (because vaccination is no longer 
necessary) exceed the total U.S. contribution to the WHO effort (Henderson 
1987). How applicable is this model as a prototype for prevention? 

Its generalizability is severely limited because of the unique features that 
characterize the epidemiology of smallpox: Transmission is person-to-person 
and relatively slow; there is no known animal reservoir for the virus; there is 
no human carrier state (i.e., a person who is asymptomatic and infectious); 
patients are infectious only when the rash appears and only until the last scab 
has separated; only one serotype exists, and immunity following vaccination or 
recovery from infection is long lasting; furthermore, immune persons can be 
recognized by visual inspection because of permanent scars from vaccination or 
infection. This unique combination of attributes made it possible to eliminate 
the disease when three developments were put in place: (a) the production of a 
heat-stable freeze-dried vaccine that retainer! its potency in tropical climates; 
(b) a new public health strategy, once mass immunization had reduced incidence 
to low levels, based on the isolation of identified cases and the prompt vaccina- 
tion of all susceptible contacts; and (c) an international commitment for the 
necessary funding to the WHO. 

No other infectious disease has the precise combination of features that made 
the eradication of smallpox possible. Although measles and poliomyelitis 
viruses have no animal reservoir, carrier states do exist, the vaccines are less 
immunogenic, and determination of immune status depends on access to medi- 
cal records or serologic testing Despite the success of vaccination in markedly 
reducing the incidence of these diseases, their complete elimination continues 
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to elude ublic health authorities; periodic recrudescences continue (Gustafson 
et ai. 1987; Nkowane et al. 1987). Other infectious diseases present even more 
difficult challenges because of high rates of antigenic mutation, primary vaccine 
failure, the waning of immunity with time, transmissibility through food or 
water, and animal reservoirs for the agent. 

There is a still more fundamental limitation to the vaccine model of preven- 
tion. It applies superbly well when the cause of a disease is exposure to a specific 
transmissible agent capable of inducing long-iived immunity to later challenge. 
It is irrelevant to intoxications (e.g., lead poisoning) in which host resistance 
against reexposure is weaker rather than stronger afker an initial insult because 
of cumulativo burden. An equally telling instance is provided by the nutritional 
needs of infants and children. 

An adequate diet provides ''specific protection" against malnutrition. When 
food is supplied in time and in the appropriate dose, it is the ''specific medical 
treatment" for incipient malnutrition. Yet, proper feeding at age 1 provides no 
immunity against an episode of malnutrition at age 2 or age 5 if starvation 
occurs. Moreover, prolonged protein-calorie deprivation in early life not only 
results in an increase in immediate morbidity and mortality among affected 
infants, but it also leads to retarded cognitive and social development, par- 
ticularly when it is conjoined with disadvantageous family circumstances 
(Richardson 1976). Under such conditions, protein-calorie renourishment does 
not suffice for repair, an observation that highlight the interaction between 
biological and social insults to the developing orgitnism. The likelihood of 
recovery is enhanced if long-term social stimulation m added to sustained food 
supplementation (Dobbing 1987). However complete the recovery from the 
initial episode, susceptibility to malnutrition is lifelong, although its effects vary 
with age. The vaccine paradigm is entirely inapplicable to developmental 
processes. 

In like fashion, the psychosocial needs of infant, child, and adolescent differ 
during development, but those needs must be met throughout the life-span 
(Eisenberg 1977). Development is an epigenetic process; successful negotiation 
of one stage makes successful passage through the next more likely, but does 
not assure it. The child faces new adaptive challenges at each higher level of 
behavioral organization and requires new as well as continuous inputs. Thus, 
although a pathologic event can derail the development process, no single event 
can confer enduring protection against the vicissitudes of subsequent ex- 
perience. Neverthei<)S3, the search for "psychosocial immunization" continues. 

The concept of imprinting, derived from methodologically flawed observa- 
tions of a limited set of avian and ungulate species (Oottlieb 1976), entered the 
clinical literature as ''bonding'' theory: Immediate postnatal skin-to-skin con- 
tact between infant and parent is held to be essential to the full development of 
parenting behavior. The very term bonding suggests a permanent epoxy junc- 
tion. Klaus and Kennell (1976) have argued: 'There is a sensitive period in the 
first minutes or hours of life during which it is necessary that the mother and 
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father have close contact with their neonate for later development to be optimal' 
(italics added). That contention, coinciding with a thrust from the women's 
movement for the humanization of the birthing process, helped give impetus to 
laudable changes in obstetrical practice. 

However, not only is there no compelling evidence of long-term effects GL*amb 
and Hwang 1982), but the concept of bonding has aroused guilt and distil in 
parents who believe they have lost a crucial moment that can never be recap- 
tured if early contact has been precluded by medical necessity or hospital rules. 
Child abuse has been attributed to a failure of bonding; yet when the hypothesis 
was put to test in a comparison of abused with well cared-for infants bom to 
primiparous mothers of low socioeconomic status, there were no discernible 
differences betweeL the two groups in the amount of early contact (Egeland and 
Vaughn 1981). The emphasis on bonding has led some (LozolT and Brittenham 
1979) to infer that current patterns of infant care, consequent upon new roles 
for women, may be harmful to both infante and mothers, a serious allegation to 
level without strong evidence at a time when half of all mothers with a child 
under 1 year of age are in the labor force. And there is a further cost: Each 
unwarranted claim adds to the widespread skepticism that greete proposals for 
psychosocial intervention, even when they are well founded. 

The vaccine model has no applicability to the noninfectious diseases that have 
become the m^jor health problems in the industrialized world: heart disease, 
cancer, stroke, and violence (accidente, homicide, and suicide). They are multi- 
factorial in causation and often have genetic anlagen. They are behaviorally 
mediated; that is, they occur at higher frequency as a consequence of smoking, 
drinking, overeating, and other health-injurious behaviors. That behavior is a 
product of social forces: the dominant culture; effects of class and caste; and the 
actions (and inactions) of government as it fosters one or another lifestyle by ite 
r^latory and tax policies, either by design or inadvertently. For example, 
legislation mandating a 55-mile-per-hour speed litiit, a measure taken to 
conserve gasoline at the time of the OPEC oil crisis, halted and reversed what 
had been a steady increase in hi^way fatalities over several decades. Now that 
the crisis no longer pervades public consciousness and speed limite have been 
raised, a resumption of the previous pattern of increasing deaths is now 
inevitable. 

With the possible exceptior ^f cancers that are of viral origin, such as 
hepatocellular carcinoma (Beasley and Hwang 1984; Sherman and Shafritz 
1 and are thus preventable by immunization with hepatitis B vaccine, 
pi- ition of the "diseases of affluence" demands mcyor changes in lifestyle in 
large aegmente of the population, a very different challenge for public health 
from one-shot, high-tech interventions. Not only is the ^rch for a 'Vaccine" 
futile, but also it distracts attention and resources from the much more difficult, 
long-term effort that is needed. 
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Assessing Side Effects 

'1 can't believe that,'' said Alice. 
''Can't you?" the Queen said in a pitying tone. 'Try again; 
draw a long breath, and shut your eyes." 

—Lewis Carroll, Through the Looking Glass 

The promise of prevention is alluring. After all, what can be wrong with an 
effort to prevent disease, so long as it is well meant, even if it may not attain its 
goal? The short answer is a great deal. Not only may the effort fail to prevent 
disease, it may cause disease in those who are not included within its scope; it 
can harm those who are included; and it may have negative effects on the public 
at large. Toxicity is not always foreseeable, but it is imperative (a) that all 
proposals be scrutinized for potential side effects before they are implemented 
and (b) that evaluation schemes include surveillance for side effects. 

Failure to attain the expected goal of prevention represents a waste of 
resources and entails an opportunity lost by preen:pting alternative uses. Those 
presumed to be benefiting may be denied niorc effective interventions; the 
community at large may neglect further study of the problem on the presump- 
tion that a solution has been found. The Cambridge-Somerville Delinquency 
Prevention Project (Powers and Witmer 1951), the largest undertaking of its 
kind, operated from 1938 to 1945. Its design incorporated the accepted 
methodology of the day. Individual guidance, counseling, and case work therapy 
was provided to several hundred underprivileged boys. At the completion of the 
study, the counselors concluded that the program had brought substantial 
benefit to about two-thirds of the boys included; more than half of the boys 
themselves reported that they had been helped. 

The study was uniqueforthe 1940s in that it maintained an untreated control 
group, whose members had been matched individually with those in the ex- 
perimental group. A comparison of outcome for experimentals and controls, 
based on the number of court appearances and the number of offenses, 
demonstrated no significant between-group differences (Teuber and Powers 
1953). Absent a control group, the impression of clinicians would have gone 
unchallenged. The study was not a wasted effort precisely because it did include 
a control group; the findings forced a reconsideration of the received wisdom in 
the field of delinquency control. However, the experimental subjects not only 
derived no benefit, but 30 years later, the followup data reported by McCord 
(1978) imply that they may even have suffered negative side effects. 

A prevention program can harm those who are not included. Rubella vac- 
cination, to employ an instance cited earlier, illustrates this phenomenon. 
Rubella vaccine affords protection primarily to the offspring of those to whom 
it is given by preventing CRS in that generation. It may harm the offspring of 
those to whom it is not given because it postpones the age at natural infection 
among the unvaccinated. If it is offered to young children, and levels of uptake 
^ low (i.e., less than 90 percent), a failed eradication program can cause 
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increased rates of CRS. More cases will now appear among the infants of the 
unvaccinated^ although those of the vaccinated population will have been 
protected (Knox 1984). For pertussis vaccine^ the opposite sconario can be 
constructed. The greater the extent of immunization in the community^ the less 
the risk of infection for the unimmunized. Because the vaccine carries a small 
but not negligible risk» the child best off would be the one left unvaccinated^ and 
therefore running no risk of a vaccine reaction^ when all other children had been 
immunized. The flaw in the scenario is that it applies equally to each child in 
the community; if all parents refuse vaccination for their children on such 
grounds^ all children are at far greater risk because the complications of 
pertussis far exceed in frequency and severity the complications of immu- 
nization. 

An ilMesigned prevention program can harm those for whom it is designed 
to benefit. Efforts to control drug use» to screen for sickle cell disease^ and to 
prevent suicide illustrate the range of risks. 

During the perceived drug crisis of the late 1960s and early 1970s» an aroused 
public insisted that something must be done. The authorities agreed that illicit 
drugs are dangerous to healthy and citizens believed that warning children and 
adolescents about the risk should^ on logical grounds^ deter use. In consequence^ 
school-based drug education programs were rapidly put into place in many 
states. Because education must be good for children and» at the leasts can do no 
harm (or so it was thought) evaluation was rarely built into school programs. 
When evaluations were Anally undertaken, the flndings were dismaying. Not 
only did "education^^ prove to be ineffective, but, among some subgroups, it was 
associated with increased drug use (Durrell and Bukoski 1984). By then, 
however, the politicians and the media had moved on to other themes and 
prevention of drug use was put on the back burner. 

In the 1980s, the drug problem seemed to reemerge. This time health 
educators were aware of the ineffectiveness and the hazards of purely didactic 
instruction. The new strategies emphasized peer support, skills in ''saying no^^ 
to solicitations for drug use, and learning alternative ways of coping. These 
methods had proven highly useful in school-based antismoking programs (Bot- 
vin and Eng 1982; Schinke et al. 1985; Telch et al. 1982). Although the most 
recent outcome studies are somewhat more encouraging than earlier efforts, 
gains have been modest at best (Schaps et al. 1986). Urgent as the prevention 
of drug abuse may be, we have yet to learn how to do it effectively. 

Newborn screening for sickle cell anemia poses different risks for the fam ilies 
of infants found to be positive for the disease or the trait. The infant with sickle 
cell anemia will benefit only if parents understand the meaning of the diagnosis 
and if medical care is available from physicians knowledgeable about treatment. 
Even though early diagnosis, followed by appropriate medical care, including 
prophylaxis against pneumococcal infection, brings clear benefit, parents con- 
tinue to encounter inadequately informed physicians (Rowley and Huntzinger 
1983). Further, as in the case of every recessive genetic disorder, testing parents 
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carries the risk of discovering that the husband is not the father of the cb ild and 
placing the marriage at hazard. The infant at greatest risk for harm without 
offeetting benefit is the one with sickle cell trait. Undue parental apprehension 
may lead to a vulnerable-child syndrome (Green and Solnit 1964); as an adult, 
the individual may be denied employment, insurance, or a military career. A 
screening program in Greece ended in tragedy for female carriere; young women 
idetitifled as having the trait were no longer considered marriageable ar 1 had 
to leave their village (National Research Council 1975). Because blacks are the 
msgor population reservoir for the sickle gene in the United States, the genetic 
counseling that accompanies screening has led to charges of genocide, when 
community leadere have not been consulted. Effective followup, appropriate 
counseling, access to competent medical care, and participation by the com- 
munity are essential for a viable program. 

Shaffer, Garland, and Bacon (this volume) have provided an incisive review 
of suicide prevention programs, but the methodologic difficulties in evaluation 
merit additional emphasis. What makes the challenge of evaluation daunting 
is that suicide is a condition of hi|^ severity but low incidence. Although suicide 
is second only to accidents as a cause of death in males between 15 and 19, the 
mortality rate in 1983 was 14 per 100,000. Consider the difficulty iA evaluating 
a preventive strategy thought to be capable of reducing that rate by 25 percent 
and thus saving 425 lives. To detect the anticipated effect (at a significance level 
of 0.05) and to be equally certain (at a 95-percont confidence level) that a real 
effect has not been missed, the study design would require experimental and 
control samples of 2.6 million adolescent males. If the investigator were willing 
to accept a 20-percent probability of a type II error (i.e., a power of 0.8), the 
requisite sample size would be 1.6 million in each group. 

Similar statistical problems bedevil screening for suicide. Suppose the im- 
possible: a test with a sensitivity of 100 percent (i.e., a test able to identify all 
potential suicides) and a specificity of 99 percent (i.e., a test yielding only one 
false positive in every 100 normals). No such test ib remotely possible. Yet, 
even if there were one, it would identify the 14 positives in a population of 
100,000 adolescent males at a cost of 1,000 false positives (i.e., 1 percent of the 
sample), a ratio of 71 false positives for every true positive. Because the label 
"hig^ risk for suicide" would justify vigorous measures directed at each person 
identified, even so remarkably accurate a screening test would be entirely 
unsuitable as a public health measure because of the toxicity for false positives. 
Precisely such an analysis has demonstrated the folly of requiring premarital 
screening for HIV infection as a ccadition for obtaining marriage licenses 
(Clearyetal. 1987). 

Finally, a preventive effort can be on target fo^ the individuate it enrolls and 
nonetheless lead to an increase in the prevalence of the hazard it is designed to 
avert. Because it has been evident for many yeara that teenage drivere con- 
tribute disproportionately to automobile accidents, high school driver education 
courses have been introduced in a number of jurisdictions. Outcome assess- 
O its have demonstrated a modest reduction in crashes per licensed driver 
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among course graduates in comparison to those licensed without such training. 
Despite this apparent beneficial result, the net effect has been balefuV Why? 
Driver education courses increase the number of teenaged drivers on ^ne road; 
in consequence, they lead to an overall increase in fatal motor vehicle accidents 
(Robertson and Zador 1978). 

Robertson (1980) compared communities that retained and others that dis- 
continued high school driver education courses in Connecticut after the state 
terminated funding. The elimiaation of these courses resulted in a substantial 
reduction in early licensure of 16- to 17-year olds and a parallel net reduction 
in serious crashes involving adolescent drivers in the communities that had 
abandoned the courses. In that state, approximately one in five teenagers 
licensed to drive at 16 will be the driver of a vehicle in a crash causing iiyury or 
more than $400 in property damage before age 18. The relevant policy question 
then becomes, not whether driver training courses can reduce accident rates by 
graduates, but whether the "right" to a driving license before 18 warrants the 
hazards, either to the young drivers or to the other citizens who use the 
highways. 

That premature introduction of programs purported to prevent disease can 
be hazardous to health is no argument against prevention; it does highlight the 
need for (a) a thou^tful examination of potential hazards before undertcdcing 
new initiatives and (b) rigorous design to assess negative as well as positive 
effects when new programs are introduced. 

Policymaking in a Pluralistic Society 

"Would you tell me, please, which way I ought to go 
from here?" 'That depends a good deal on where 
you want to get to," said the Cat. 
"I don't much care where ... so long as I get 
somewhere," Alice added as an explanation. 
"Oh, you're sure to do that," said the Cat, "if 
you only walk long enough." 
—Lewis Carroll, Alice's Adventures in Wonderland 

In a remarkably perceptive article on the political roots of the Community 
Mental Health Centers Act, Alfred Freedman (1967) pointed out that under- 
standing policy formation in the United States requires an awareness of those 
features of our society that distinguish us from other modern industrialized 
societies: pluralism, pragmatism, a focus on short-term goals, problem solving 
by accretion, and unevenness of development in different jurisdictions. More 
than a century ago, de Tocqueville recognized pluralism as the defining charac- 
teristic of American society. The very checks and balances of our Constitution 
were expressly conceived to prevent power from falling into the hands of a 
Mvereign ruler. However, there is an inherent contradiction between our 
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historical constitutional system, which works toward the fragmentation of 
power, and the growing role of technology and industrial mtionalization, which 
work toward its consolidation. We yearn for the democracy of the New England 
town meeting even as the sheer size of our population decreases the power of 
the individual. 

We worship pragmatism and we abhor theory. We focus on short-term goals 
and abjure long-range planning because we distrust systems and systematizers, 
The typical Amerirain response to a social problem is to create a new structure 
to deal with it while leaving existing institutions in place. In consequence, the 
new is impeded from the outset by the inertia of the old. Local control in a 
pluralistic society affords communities self-determination at the price of marked 
unevenness in policy from one community to another. Splendid services may 
b© found in one area at the same time that access to care is abysmal in a second. 
There is no unambiguous answer to the question: What is U.S. policy on 
preventing or treating mental disordere? Rather, there is a nested set of 
competing and complementary policies that vary with local option. 

In the political process, the would-be reformer must weigh the odds for 
success if the attempt is bold against the greater certainty of opting for smaller 
changes at the margins. Rudolf Klein (1972) contrasts the ''optimizing, 
rationalizing" model of policymaking in a democracy with the "satisficing" 
model. The former calls for constructing an efficient and logical design based 
on coherent theory and risks falling afoul of the political support for existing 
structures. The latter emphasizes what is "good enough"; it is cautious, in- 
cremental, and based on compromise dictated by the conflicting claims of 
competing constituencies. If the first course gambles for the greater gain, it does 
80 at the risk of total defeat; if the second is shrewder at calculating the odds 
for success, it gives up on fundamental reform and settles in advance for smaller 
gains. Incrementalists argue that in politics the perfect is the enemy of the good. 
Klein defines the issues in the following terms: 

The problem for policy makers— and those who try to assess the outcome 
of the process— is to know whether the ri^t balance has been struck 
between overestimating the frictional costs, and thus missing an oppor- 
tunity for improvement, and underestimating the frictional costs, and thus 
creating a situation of opposition to evolving change. 

There are additional factore that lead to the divergence between the attitudes 
towaitl policy formulation among academics on the one hand and among 
Government officials on the other (Kash and Ballard 1987). The political agenda 
is such that decbions must be made in the face of limited and often unreliable 
data. The academic can afford to wai b until the facts are in. The elected official 
needs answers now and is impatient with the scientist's reiteration of the 
necessity for more research. In the political process, there is no way not to 
decide; not to act is to act because it preserves the status quo. Politicians tend 
to operate within a timeframe set by the next election; yet the impact of policy 
•V^ends well beyond the usual term of office. Scientists complain that research 



138 PREVENTION OF MENTAL DISORDERS 



findings are ignored, that debates proceed in disregard of data, and that 
politicians are unwilling to submit social policies to empirical trial by comparing 
alternatives in separate geographic areas. Where, however, are the constituen. 
ciee willing to serve as controls or experimental? All too often, research 
findingB are cited in the political debate when they support prior belief and 
Ignored when they contradict it, but it should be acknowledged that selective 
citation IS hardly unique to the political arena. 

Research findings indeed often prove irrelevant to the political process. In 
part, this may be because data from social research rarely settle raattere beyond 
doubt; more often the reason is that larger political considerations predominate. 
In 1965, aa part of the War on Poverty, the Johnson Administration established 
a natioual Head Start program to provide preschool education for economically 
disadvantaged children to reverse the developmental attrition associated with 
poverty (Eisenberg and Earls 1975). As progr8.ra costs mounted, a contract to 
evaluate the effectiveness of Head Start was awaided to the Weetinghouse 
Learning Corporation (1969). Because the early increases in IQ that had been 
reported for disadvantaged children enrolled in Head Start were not sustained 
after they entered the primary grades, the report concluded that the program 
was a failure. The finding was used to reinforce efforts to curtail funding. The 
campaign failed; appropriations for Head Start were sustained by the Congress 
and have continued to increase each year to the present. 

The methodology of the Westinghouse study was seriously flawed. It lumped 
data from programs ol /ery different quality, used IQ change rather than school 
progress as the criterion for outcome, and ignored the empowerment of parente 
and the provision of health care for children. A decade later, longitudinal 
studies (Berruete-Clementetal. 1984; Lazaret al. 1982) have provided impres- 
sive evidence of program effectiveneos: better school progress, fewer dropoute 
lees delinquency, and a better work record after high school, The Weetinghous^ 
research findings had little impact on a political debate that was part of a much 
larger national agenda. Head Stert has a large political constituency in local 
communities. Ite emphasis on the children of the poor draws support even from 
those who are dubious about other welfare transfer paymente. 

Just this year, the Committee for Economic Development (1987), an organiza- 
tion of more than 200 business executives and educators, issued a clarion call 
for preventing educational failure by providing early intervention programs, by 
restructuring the public schools, and oy developing retention and reentry 
programs. The committee called on the Nation to "give the highest priority to 
early and suoteined intervention in the lives of disadvantaged children " The 
committee justified ite position by noting the threat to the competitive position 
of American industry if the United Stetes doea not produce literate workere with 
I ded " recognized the cost of early intervention but 
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If the nation defers the expense of preventive programs during the forma- 
tive yeare, it will incur much higher and more intractable costs for older 
children that have already experienced failure. Even so, we cannot limit 
our efforts to only one group of disadvantaged children; both economic and 
humanitarian considerations impel us to find ways to expand our preven- 
tive eflfons, improve bp::ic education for all students, and enhance the 
chances of those in and out of school who have already been failed by the 
system (p. 19). 

If intervention in early childhood is tenable as social policy because it is 
consonant with American mores, preconceptional and prenatal care remain 
controversial because they contravene the beliefs held by a highly vocal and 
politically astute minority. The incidence of teenage pr^ancy and low-birth- 
weight infants are two interconnected public health problems with high risk for 
maternal and neonatal mortality and neuropeychiatric morbidity in both 
mothers and infants (Eisenberg 1987). Among industrialized countries, the 
United States has the highest teenage pregnancy, abortion, and birth rates 
because U.S. teenagere have the lowest rate of contraceptive use (Jones et al 
1986). Although the percentage of unmarried adolescent women having had 
intercourse is higher by half in Sweden than in the United States, Swedish 
teenage pregnancy rates are lower by half because Sweden provides a compul- 
sory sex education curriculum in its schools, closely linked to contraceptive clinic 
services. U.S. studies provide evidence that school clinics lead to lower birth 
rates among secondary school students (Kenney 1986) and that they are as- 
sociated with a delay in the age at which coitus is initiated (Zabin et al. 1986). 
These facts have not yet been incorporated into the fashioning of State or 
Federal policy on teenage pregnancy (National Research Council 1987). 

Low birth weight is a major determinant of neonatal mortality, total infant 
mortality, and developmental retardation among the infants who survive (Mc- 
Cormick 1985). The Institute of Mddicine (lOM) (1985) has estimated that 
current rates of low birth weight in the United States could be reduced by 
15 percent among whites and 12 percent among blacks if all women began 
prenatal care in the firet trimester of pregnancy and continued to receive care 
through delivery. Yet, since 1978 the proportion of women in the United States 
not receiving care until the third trimester or receiving no care at all has 
remained unchanged. What has been missing is a national commitment to 
abolish the barriers to care. The problem pereists, not because the knowledge 
needed for action is lacking, but because the social will to act has not yet been 
mobilized (Richmond and Kotelchuck 1985). Though further research is neces- 
sary to improve on present capabilities, the prime need is political: to create a 
national consensus on the importance of universal access to prenatal care. 

In addition to targeted programs. Government policies that influence the 
availability of health care to the poor have an important impact on child 
development. Following the passage of Medicaid legislation in 1965, there was 
a marked improvement in health care among those living in poverty; the number 
Q^^nhysician visits per person per year among the poor increased from 3.8 in 
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1964 to 6.2 in 1978; similar changes were seen in rates of hospital use. 
Concomitantly, infant mortality rates were reduced almost by half during that 
period, whereas they had plateaued between 1960 and 1964 (Rogers et al. 1982). 
In the past 4 years, cutbacks in health care flnancing have resulted in a decrease 
in the number of physician visits, particularly marked among low income and 
minority families (Johnson Foundation 1987). The number of Americans 
without health insurance has risen to 36 million. 

Thus far, the policies examined have been directly concerned with healthcare 
services. However, Federal and State policies that influence the general social 
welfare of the population have a m^jor impact on the public health. Indeed, 
McKeown (1976) has marshalled persuasive evidence that the major gains in 
health over the past two centuries reflect improvements in overall living 
standards rather than medical advances per se. 

Consider the effect of tax policy on the disposable income available to the 
various sectors of our population. Over the past decade, the percentage of 
earnings consumed by Federal taxes has increased by 20 percent for the poorest 
one-tenth of Americans and has decreased by an equivalent percentage among 
the richest one-tenth according to a recent analysis by the Congressional Budget 
OlTjce; 80 percent of families have seen their real incomes decline in the past 
10 years (Associated Press 1987). 

One in four of the nation's 62 million children under 18 lives with only one 
parent, almost always the mother. Of children living in such female-headed 
households, more than a third are reared in poverty; for black families, the 
proportion in poverty is twice as high (U.S. Bureau of the Census 1987). Single 
mothers, beset by poverty as well as lack of social support, have difficulty 
meeting the needs of their children. Developmentally appropriate day care 
services for these and other youngsters in the United States are lamentably 
inadequate (Johnson 1987; Zigler and Gordon 1982). 

The need for daycare is not limited to single parent families. Whether or not 
the family is intact, half of all mothers with a child less than 1 year of age are 
in the labor force. But can day care for such young infants be "developmentally 
appropriate'? In eariier decades, studies undertaken to examine this question 
found few significant differences between children reared at home or in daycare; 
more recent studies suggest that even relatively good infant day care may be 
associated with insecure attachment and pereonality deviations (Gamble and 
Ziegler 1986). The issue remains controversial; results vary from study to study 
and are cited selectively (Phillips et al. 1987); many rely heavily on a laboratorv 
measure (Ainsworth's Strange Situation) whose long-term predictive validity 
remains to be established. But there is a deeper problem. What is largely 
missing is attention to individual differences in intrafamilial experiences as well 
as to differences in child care experiences (McCartney and Galanopoulos 1988). 
It may well be the interaction between the two that is decisive for developmental 
outcome. Nonetheless, it would be irresponsible to dismiss out of hand concerns 



PUBLIC POUCY 



about deleterious effects of infant day care. The matter merits high priority on 
the research agenda of child psychiatry. 

It would be equally irresponsible to ignore the current social context of infant 
day care, a context in which mothers may need to work to provide adequate 
family income. The alternatives that few politicians seem willing to consider 
are paid infant-care leaves and family allowances to permit mothers (or fathers) 
who prefer to stay home to do so V/ithout being reduced to poverty, a policy 
approach commonplace in most European countries. Until the United States 
moves in that direction, as it almost certainly must, the crying need ia for thf» 
best day care we know how to design— care that should be made available 
without regard to income but whose cost can be indexed to ability to p&y by 
means of direct subsidy and income tax deductions. 

It has become part of the conventional wisdom to assert that Government 
welfare policies are primarily responsible for the decline in the proportion of 
intact families and "legitimate" births among the poor, particularly the black 
poor. However, careful examination. State by State, of the correlations among 
Aid for Families with Dependent Children support levels, marital dissolution, 
and out-of-wedlock births by Bane and EUwood (1983) has revealed that welfare 
is not the underlying cause of the dramatic change in family structure. If 
welfare policy is not the cause, neither is its current version ("workfare") a viable 
solution to a problem whose source lies in increasing black male joblessness. 

Wilson (1987) has explored the relationship between employment and mar- 
riage by computing a "male marriageable pool index": the number of employed 
men per 100 women of the same age and race. In the mid- 1960s, the black index 
was about the same as the white; in the years since, it has plummeted, 
particularly in areas of the country that experienced economic stagnation— 
precisely the areas in which marked increases among black female-headed 
families have occurred. Industries where blacks had been heavily employed 
(automobile, textile, rubber, steel, and meat packing) have borne the brunt of 
plant shutdowns and deindustrialization. In 1974, 46 percent of young black 
males (age 20-24) were in the higher paying semiskilled and skilled blue collar 
positions; by 1986, that figure had dropped to 25 percent. Consider the marriage 
prospects for a young black woman growiag up on Chicago's South Side with 
only 18 employed males for every 100 females age 16 or over. As Wilson (1987) 
concluded: "The tragic decline of intact black households cannot be divorced 
from the equally tragic decline in the black male 'marriageable pool' in any 
serious policy deliberations on the plight of poor *\merican families" (p. 106). 

Wilson's analysis uf the situation of disadvantaged Americans led him to 
conclude that a resolution of the growing crisis demands a comprehensive 
program of economic and social reform: macroeconomic policies to promote 
balanced economic growth and create a tight labor market, a national labor- 
market strategy, child support assurance, a child care strategy, and a family 
allowance program. Countries that rely the least on public assistance (Sweden . 
West Grermany, and France) employ alternative and less invidious methods for 
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income transfer family allowances, housing subsidies, child support and un- 
employment assistance, child care services, and day care programs. Moreover, 
these countries emphasize labor market policies designed to enhance high 
employment (Kamerman and Kahn 1982). 

Government policy has decisive effects on the social conditions in which 
children live— the context that determines their life char-^. Those concerned 
with preventing developmental attrition among children and with optimizing 
the likelihood of favorable adolescent outcomes cannot limit their focus to health 
services per se, important as those services are. We must become forceful 
advocaUjs for social justice. Twenty years ago, the Kerner Commission (1968) 
concluded: 

This nation will deserve neither safety nor progress unless it can 
demonstrate the wisdom and the will to undertake decisive action against 
the root causes of racial disorder (p. 34). 

We have yet to learn that lesson. 



Public Policy on Psychiatric Research 

Human knowledge and human power meet in one; 
for where tho cause is not known, the effect cannot 
be produced. Nature to be commanded must be obeyed. 

—Francis Bacon 

Our hope of having more effective methods for prevention in the future 
depends on systematic research on (a) the epidemiology and the pathogenesis 
of mental disorders and (b) controlled community trials of promising preventive 
methods. What has been the pattern of public support fcr medical reseawh in 
the United States? 

By far the largest source of funding for research in child mental health is the 
Federal Government via two lead agencies: the Alcohol, Drug Abuse, and 
Mental Health Administration (ADAMHA) and the National Institute of Child 
Health and Development (NICHD). Because this year marks the centenary of 
the National Institutes of Health (NIH), a significant event in the history of 
American medicine, it is appropriate to review the pattern of support for 
biomedical research in general before examining the fraction devoted to mental 
health. 

Although a National Institute of Health was firet created in 1930 (as succes- 
sor to the Hygienic Laboratory established at the U.S. Marine Hospital on 
Staten Island in 1887), its initial funding was quite modest. Not until the years 
following the Second World War did Federal support for medical research 
become substantial. Between 1956, when Federal appropriations for NIH were 
$98 million, and 1959, they tripled in respor to the efforts of a new health 
scwnce coalition (Shannon 1987); by the late 1960s, funding passed the 
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unprecedented $1 billion mark It began to slow in the late 19608; appropria- 
tions actually fell (in dollars con\«ted for inflation) during some budget years 
in the 1970's and again in the early 1980s. Allocations for health research and 
development from all sources in the United States remained about level in 
constant dollars between 1975 and 1983 (Office of Program Planning and 
Evaluation 1986:4). At the initiative of the Congress, NIH funding over the past 
6 years once again attained sustained growth, amounting to 70 percent in dollars 
appropriated and 28 percent in constant dollars; it reached $6.2 billion for fiscal 
year (FY) 1987 (Wyngaaiden 1987). Ho^:?ver, FY 1988 research budgets will 
be hard hit by Gramm-Rudman deficit-reduction legislation; dollars available 
will be lee', 'han those appropriated for FY 1987 despite earlier congressional 
actions toward a 10-percent increase. 

The National Institute of Mental Health (NIMH), a component of NIH from 
its founding in 1946 until it was split off in 1974 together with the National 
Institute on Alcohol Abuse and Alcoholism (NIAAA) and the National Institute 
for Drug Abuse (NIDA) to form ADAMHA, began more modestly. The NIMH 
research budget did not reach $100 million until 1966. Had the NIMH research 
budget kept pace with inflation or paralleled the growth at NIH during the 1970s 
and 1980s, it would have exceeded $300 million by 1983 (Institute of Medicine 
1984); however, because of the lower priority assigned to mental health, the 
actual allocation was $158 million, one-sixth of the amount awarded to the 
National Cancer Institute and one-fourth of that awarded to the National Heart, 
Lung, and Blood Institute in that year. 

Are there rational guidelines to determine appropriate resource allocations 
for medical research? In the heady years of the 1950s and early 19608 in the 
United States, with the gross national produci (GNP) increasing each year, little 
thought was given to the sustainable limits to expansion in the research 
enterprise. In the late 1970s and 1980s, at a time of budget deficits, a slowdown 
in growth of the GNP, and an unfavorable trade balance— the question of limits 
became prominent in policy debates. In 1976, the President's Panel (Murphy 
and Ebert 1976) argued: 

In other fields of technological endeavor ... it is customary to invest 
between 5 and 10 percent of the total budget on research and development. 
... At the present time the health industry as a whole invests a consider- 
ably smaller percentage in research. . . . While 5% would represent an 
abruptly large increase if committed overnight, it seems to us a rational 
percentage to head toward as a long-range goal. 

In 1976, the total investment in health research and development amounted to 
3.6 percent of total health costs; the estimate for 1985 was 3.1 percent (Office of 
Program Planning and Evaluation 1986). 

U.S. health care expenditures for 1987 have been estimated at more than 
$500 billion. If the panel's recommendation for a 5 percent setaside for health 
research had been in effect, that would have justified an allocation of 
some $25 billion. What are the actual figures likely to be? During the past 
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decade, the NIH budget has provided from 35 percent to 40 percent of all 
national support for health research and development, with other Federal 
sources providing 15 percent to 20 percent and industry about 30 percent to 39 
percent (Office of Program Planning and Evaluation 1986). //* similar ratios 
obtain in 1987 (an uncertain assumption) at an NIH budget of $6.2 billion, total 
support will equal some $16 billion, about 3.2 percent rather than 5 percent of 
^Industry' costs. 

Within the health research budget^ how are priorities to be assigned for 
allocations to particular disease problems? A rational approach would be based 
on a close analysis (a) of the scientific opportunity for discovery in a given area 
(the. availability of promising new concepts and reliable methods to explore 
them) and (b) of the health burden produced by the diseases under consideration. 
The Board on Mental Health and Behavioral Medicine of the lOM (1984) has 
made a persuasive case that psychiatric research is grossly underfunded in 
relation to progress in neuroscience and social science as well as to the health 
burden produced by mental disorders. In 1980, mental disorders entailed direct 
health care costs of $20 billion (without taking into account their contributions 
to morbidity from cirrhosis, drunk driving crashes, chronic pain syndromes, 
etc.), exceeded in aggregate expense only by costs resulting from circulatory and 
digestive diseases. A 5 percent set^jside rule would have warranted $1 billion 
for ADAMHA research; the actual figure did not reach half that amount for all 
three institutes under its aegis until 1987. 



Table L Research on Mental Health 
(In Thousands) 



Fiscal Year 


NIMH 


NIDA 


NIAAA 


Total 


1983 


$158,711 


$47,501 


$33,022 


$239,234 


1984 


173,109 


55,540 


42,590 


271,239 


1985 


193,328 


63,760 


3,509 


305,597 


1986 


204,148 


70,553 


54,372 


329,073 


1987 


246,746 


133,100 


71,235 


451,081 



Note: NIMH = National Institute of Mental Health; NIDA = National Institute for Drug 
Abuse; NIAAA = National Institute on Alcohol Abuse and Alcoholism. 
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The lOM called for appropriations of $300 million for NIMH and $100 million 
for each of the other two institutes (in 1983 dollars). Actual appropriations from 
1983 through 1987 ere listed in table 1 (Regier 1987). For 1987, ADAMHA 
research budgets, converted into 1983 dollars by using the NIH Biomedical 
Research and Development Price Index, were the equivalent in 1983 dollars of 
$198 million for NIMH, $107 million for NIDA, and $57 million for NIAAA, not 
quite three-fourths of the total the lOM had recommended 4 years earlier. 

And what of reseawh in child mental health? Each of the three ADAMHA 
institutes supports child mental health research. Table 2 lists amounts allo- 
cated between 1983 and 1987. 



Table 2. Research on Child Mental Health 
(In Thousands) 



Institute 


1983 


1984 


1985 


1986 


1987 


Mental health 


$34,194 


$34,475 


$42,527 


$44,327 


$43,380 


Drug abuse 


3,881 


5,035 


5,288 


5,600 


5,900 


Alcohol 


1,800 


__Ajm 


4,400 


. 5.400 


7,900 


ADAMHA* Total $39,875 


$43,510 


$52,215 


$55,327 


$57,180 



"ADAMHA = Alcohol, Drug Abuse, and Mental Health Administration. 

Table 3 reports total NICHD appropriations for the same fiscal period, as well 
as those for behavioral research and training, the component most closely 
related to mental health (Krasnegor 1987). 

Table 4 lists the ADAMHA allocations for child mental health research and 
the NICHD allocations for behavioral research for the period 1983 through 1987, 
the 1987 figures being provisional. Th^ represent just under 13 percent of the 
total ADAMHA and 21 percent of the total NICHD budgets for FY 1987. 

The apparent increase, however, is deceptive. When the totals are converted 
into constant 1983 dollars by use of the NIH Biomedical Research and Develop- 
ment Index, which takes inflation in the cost of doing research into account, the 
combined figures are as shown in table 6. Thus, the increase over the 6-year 
period is 18 percent in constant dollars rather than the 48 percent suggested by 
the dollars appropriated that are listed in table 4. 
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Table 8. National Institute of Child Health and Devrlopment 

Support for Behavioral Research and Traini 
(In Thousands) 



rioCal I Bar 


local bupport 


Behavioral Support 


Behavioral as 
% of Total 


1983 


$208,482 


$ 38,118 




1984 


225,605 


43,513 


19 


1985 


258,749 


50,198 


19 


1986 


257,563 


52,876 


21 


1987 


273,015 


58,062 


21 



How do those amounts compare to what would have been justified by the 

ch^frZ ^"'r "2 ^ ^ ^^^"^^^'^ °° enteiled by treating 

childh^ psychiatric morbidity. The Office of Technology Assessment studv 

In J "f'^ ^^P'*^ "^"'^'^^ ^^^il^t'J^ date Of the totals 

aUocated for research, what proportion was assigned to prevention? The only 

agency reportingdata on prevention research is NIMH. As noted in table 6 the 
allocation for prevention has been about $5 million per year in recent yea« 
some 12-16 percent of the total NIH budget for child menKeaUrr^arS ' 

Table 4. Research on Child Mental Health and Development 

(In Thousands) 



Year 


ADAMHA 


NTCHD 


Total 


1983 


$ 39,875 


$38,118 


$ 77,993 


1984 


43,510 


43,513 


87,023 


1985 


52,215 


50,198 


102,413 


1986 


55,327 


52,876 


108,203 


1987 


57,180 


58,062 


115,242 



Note; ADAMHA = Alcohol, Drug Abuse, and Mental Health Administration' NICHD 
National Institute of Child Health and Development. -^an^^nistretion. NICHD 

1r^n 
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Table 5. Research In Constant Dollars 
(In Thousands) 



Year 



Total 



(ADAMHA & NICHD) 



1983 



1984 



1985 



1986 



1987 



$ 77,993 
81,712 
90,977 
91,947 
92,297 



Note: ADAMHA = Alcohol, Drug Abuse, and Mental Health Administration; NICHD = 
National Institute of Child Health and Developmert 



These facts make it abundantly clear that the U.S. national etfort in research 
on the prevention of mental disorders falls far short, when judged against either 
the public health burden or the scientific opportunities provided by the promis- 
ing new developments reviewed elsewhere in this volume. Against those 
benchmarks, what is warranted is a research budget for ADAMHA on the order 
of $1 billion rather than the $500 million slated for 1987 (before Gramm- 
Rudmancuts were implemented). 

Though this account has been limited to expenditures internal to the health 
sector, the fight for meiical research and the application of its findings demands 
attention to broader questions of tax policy and public expenditures. For 
example, doubling the excise tax on cigarettes to 32 cents a pack would yield an 
additional $3, 1 billion in Federal revenues yearly; raising the excise tax on beer 
and wine to the rate for distilled spirits would yield $5.8 billion more. In view 
of the evidence that substantial price increases decrease the consumption of 
these substances (Warner 1986), such a tax policy in itself would promote health 
at the same time it would make available tax revenues sufficient to more than 
double total current NIH and ADAMHA budgets. If cigarette and alcohol tax 
rates were to be indexed to the rates of inflation, the $1 billion generated in each 
of the next 3 years would exceed the expected annual increases in NIH and 
ADAMHA budgets. On the expenditure side, we must recognize that what is 
spent for defense or to pay the interest on the Federal deficit ia simply not 
available for the improvement of health care (Eisenberg 1984). 
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Table 6. Child Research, National Institute 
of Mental Health, 1984-1987 
(In Thousands) 



Type of Research 


1984 


1985 


1986 


1987 


CADRB" 


$ 7,298 


$ 9,442 


$10,396 


$13,283 


Clinical centers 


619 


836 


585 


580 


Prevention 


4,599 


5,022 


4,476 


4,902 


Epidemiology 


1,132 


2,090 


2,169 


2,212 


Basic and 










developmental 


7,156 


8,780 


15,849 


10,524 


Special 


3,593 


5,285 


4,000 


4,300 


Intramural 




5.636 


3.426 




Totals 


$29,386 


$36,991 


$40,901 


$39,590 



".i^ll^?^ ?'°^^ Adoleecent Disorders Research Branch 

(CADRB) deal with DSM-III or DSM-III-R disoniere. 

Summary 

Policies designed to promote health and to prevent disease should be 
evaluated by the health outcomes they yield in the population. Advocating 
prevention on the promise of cost containment is a dangerous strategy. Proven- 
tion 18 sometimes lees costly for the Government budget than cure; more often, 
effective prevention offers better health at additional public cost. 

Few quick fixes lie in store for the psychiatric disorders of children, In large 
part, their prevention requires the creation of a social environment responsive 
to the long-term psychobiological needs of the developing child. That will be 
achieved neither cheaply nor easily because it demands confronting and over- 
coming inequities and prejudices deeply entrenched in our society. 
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Good intentions are not enough. Premature implementation of well-meant 
but ilWesigned programs may exacerbate the very problems they are intended 
to correct. Effective prevention requires a firm knowledge base, a carefully 
considered political strategy for implementation, and the creation of social 
consensus on the necessity for action. 

If w© are to have better programs tomorrow than we can mount today, the 
United States must invest more heavily in psychiatric research than it has done 
in its recent history. Given the illnesy burden produced by mental disorders 
and the scientific opportunities for discovery, there is strong justification for 
doubling current Federal allocations for psychiatric research. 

As child and adolescent psychiatrists, we carry a special responsibility as 
citizens precisely because of what we know about the developmental needs of 
children. To act in accord with the moral basis of our profession, we must 
become advocates for child health in every public forum available to us. That 
role has a long tradition in public health. Hermann M. Biggs, commissioner for 
health for New York State, wrote in the department's monthly bulletin in 191 1 
(Winslow 1929): 

Disease is largely a removable evil. It continues to afflict humanity, not 
only because of incomplete knowledge of its causes and lack of adequate 
individual and public hygiene, but also because it is extensively fostered 
by harsh economic and industrial conditions and by wretched housing in 
congested communities. These conditions and consequently the diseases 
which spring from them can be removed by better social organization. No 
duty of society, acting through its governmental agencies, is paramount to 
this obligation to attack the removable causes of disease — Public health 
is purchasable. 



150 



PREVENTION OF MENTAL DISORDERS 



References 

Associated Press. Tax burden is found to rise for poor in U.S. The New York 
Times, Nov. 12, 1987, p. A-26. 

Bane, M.J., and Elwood, D.T. The Dynamics of Dependence: The Routes to 
Self-Sufficiency. Washington, D.C.: U.S. Department of Health and Humaa 
Services, 1983. 

Bart, K.J.; Orenstein, W.A.; Prebiud, S.R; and Hinmen, AR. Univereal im- 
munization to interrupt rubella. Reviews of Infectious Disease 7(SuDple- 
ment):S177.184, 1985. 

Beasley, R.P., and Hwang, L.Y. Hepatocellular carcinoma and hepatitis-B 
virus. Seminars on Uver Disease ^'.\lZ-\2\, 1984. 

Bemieta-Clement, J.R; Schweinhart, L.J.; Bamett, W.S.; Epstein, AS.; and 
Weikart, D.P. Changed Uves: The Effects of the Perry Preschool Program on 
Youths Through Age 19. Ypsiianti, Mich.: The High/Scope Press, 1984. 

Berwick, D.M.. and Komaroff, A.L. Cost effectiveness of lead screening. New 
England Journal of Medicine 306:1392-1398, 1982. 

Botvin, G.J., and Eng, A. The efficacy of a multicoraponent approach to the 
prevention of cigarette smoking. Preventive Medicine 11.199-211, 1982. 

Breman, J.G., and Arita, I. The confirmation and maintenance of smallpox 
eradication. Sciance 164:262-270, 1980. 

Carter, J. Preface to Healthy People: The Surgeon General's RepoH on Health 
Promotion and Disease Prevention. Washington, D.C.: U.S. Govt. Print Off. 
1979, p. vii. 

Centers for Disease Control. Rubella and congenital rubella— United States, 
1984-1986. Journal of the American Medical Association 258:2491-2500, 1987. 

Cleary, P.D.; Barry, M.J.; Mayer, K.J.; Brandt, A.M.; Gostin, L.; and Fineberg, 
H.V. Compulsory pre-marital screening for human immunodeficiency virus. 
Journal of the American Medical Association 258:1757-1762, 1987. 

Committee for Economic Development. Children in Need: Investment 
Strategies for the Educationally Disadvantaged. New York: Committee for 
Economic Development, 1987. 

Davis, J.M., and Svensgaard, D.J. Lead and child development. Nature 
329:297-300, 1987. ^^^u,^ 

Dobbing, J., ed. Early Nutrition and Later Achievement. London: Academic 
Press, 1987. 



PUBUCPOUCY 151 



Dougherty, D.M.; Saxe, L.M.; Croes, T.; and Silverman, N. Children's Mental 
Health; Problems and Services. A Report by the Office of Technology Assess- 
ment. Durham, N.C.: Duke University Press, 1987. 

Dumbell, K. What should be done about smallpox virus? Lancet ii:957-958. 
1987. 

Durell, J., and Bukoski, W. Preventing substance abuse: The state of the art. 
Public Health Reports 99:23-31, 1984. 

Editorial. Immunisation policy: Recipes for success. Lancet ii:78-80, 1987. 

Egeland, B., and Vau^n, B. Failure of "bond formation" as a cause of abuse, 
neglect and maltreatment. American Journal of Orthopsychiatry 51:78-84. 
1981. 

Eisenberg, L. Preventive psychiatry. Annual Review of Medicine 13:343-359. 
1962. 

Eisenberg, L. Development as a unifyingconcept in psychiatry. British Journal 
of Psychiatry 131:225-237, 1977. 

Eisenberg, L. Rudolf Ludwig Karl Virchow, where are you now that we need 
you? American Journal of Medicine 77:524-532, 1984. 

Eisenberg, L. Preventive pediatrics: The promise and the peril. Pediatrics 
80:415-422, 1987. 

Eisenberg, L, and Ear.ls, F.J. Poverty, social depreciation and child develop- 
ment. In: Hamburg, D.A, ed. American Handbook of Psychiatry, Vol. VI. New 
York; Basic Books, 1975, pp. 275-291. 

Freedman, A.M. Historical and political roots of the Community Mental Health 
Centers Act. American Journal of Orthopsychiatry 37:487-494, 1967. 

Gamble, T.J., and Ziegler, E. Effects of infant day care: Another look at the 
evidence. American Journal of Orthopsychiatry 56.26-42, 1986. 

Goldberger, J.; Waring, C.H.; and Willets, D.G. The prevention of pellagra: A 
test of diet among institutional inmates. Public Health Reports 30:31 17-3131. 
1915. 

Gori, G.B., and Richter, B.J. Macroeconomics of Jisease prevention in the 
United States. Science 200:1124-1130, 1978. 

Gottlieb, G. Early development of species-specific perception in birds. In: 
Gottlieb, G., ed. Neural and Behavioral Specificity. New York: Academic 
Press, 1976, pp. 237-280. 

Green, M., and Solnit, A Reactions to the threatened loss of a child: A 
vulnerable child syndrome. Pediatrics 34:58-66, 1964. 

ERIC If'l 



152 PREVENTION OF MENTAL DISORDERS 

Gruenberg, E.M.; Lewis, C; and Goldaton, S.E., eds. Vaccinating Against BrxUn 
Syndromes: The Campaign Against Measles and Rubella. New York: Oxford 
University Press, 1986. 

Gustafeon, T.L.; Lievens, A.W.; Brunell, D.A.; Moellenberg, R.G.; Butteiy, 
C.M.G.; and Schulster, L.M. Measles outbreak in a fully immunized secondary 
school population. New England Journal of Medicine 316:771-774, 1987. 

Henderson, P A Smallpox eradication: A WHO success story. World Health 
Forum 8:283-292, 1987. 

Institute of Medicine. Research on Mental Illness and Addictive Disorder: 
Progress and Prospects. Washington, D.C.: National Academy Press, 1984. 

Institute of Medicine, Preventing Low Birth Weight. Washington, D.C.: Na- 
tional Academy Press, 1985. 

Johnson Foundation Special Report, Access to Health Care in the United States: 
Results of a 1986 Survey. Princeton, N.J.: The Robert Wood Johnson Founda- 
tion, 1987. 

Johnson, J. Deaths of unattended children spur day care bills in Congress. The 
New York Times, Nov. 25, 1987, p. B-9. 

Jones, E.F.; Forrest, J.D.; Goldman, N,; Henshaw, S.; Lincoln, R; Rosoff, J.; 
Westoff, C; and Wulf, D. Teenage pregnancy in developed countries: Deter- 
minants and policy implications. Family Planning Perspectives n:53-63, 1985. 

Kamerman, S.S., and Kahn, A.J. Income transfers, work and the economic well 
being of families with children. International Social Security Review 3:345-382, 
1982. 

K>jsh, D.E., and Ballard, S, Academic and applied policy studies: Acomparison. 
Amencan Behavioral Scientist 30:597-611, 1987. 

Kenney, A.M. School-based clinics: A national conference. Family Planning 
Perspectives 18:44-46, 1986, 

Kerner, 0. Report of the National Advisory Commission on Civil Disorders. 
New York E.P. Dutton, 1968. 

Klarman, H.E., and Guzick, D. In: Selby, P., ed. Influenza: Virus, Vaccines 
and Strategy. New York: Academic Press, 1976, pp. 255-268. 

Klaus, M.H., and Kennell, J.H. Maternal- Infant Bonding. St. Louis: C.V. 
Mosby, 1976. 

Klein, R. NHS reorganization: The politics of the second best. loncei ii:418- 
420, 1972. 

ERIC 



PUBLIC POUCY 



163 



Knox, E.G. Theoretical aspects of nibella vaccination strategies. International 
Journal of Infectious Diseases 7:194-197, 1984. 

Koplan, J.P., and White, G.C. An update on the benefits and costs of measles 
and rubella immunization. In: Gruenberg, E.M.; Lewis, C; and Goldston,S.E., 
eds. Vaccinating Agcunst Brain Syndromes: The Campaign Against Measles 
and Rubella, New York: Oxford University Press, 1986. 

Krasnegor, N. Chief, Human Learning and Behavior Branch, NICKD Personal 
Communication, 1987. 

Lamb, M.E., and Hwang, CP. Maternal attachment and mother-neonate 
bonding: A critical review. In: Lamb, M.E., and Brown, A.L., eds. Advances 
in Developmental Psychology. Vol.2. Hillsdale, N.J. : L Erlbaum, 1982. 

Lazar, I.; Darlington, R.; Murray, H.; Royce, J.; and Snipper, A Lasting Effects 
of Early Education. Monographs of the Society for Research in Child Develop- 
ment 47(1-2, Serial No. 194), 1982. 

Lozoff, B., and Brittenham, G. Infant care: Cache or carry. Journal of 
Pediatrics 95:478-483, 1979. 

McCartney, K., and Galanopouloe, A. Child care and attachment: A new 
frontier the second time around. American Journal of OHhopsychiatry 58:16- 
24, 1988. 

McCoid, J. A thirty-year foUo' /-up of treatment effects. American Psychologist 
33:284-289, 1978. 

McCormick, M.C, The contribution of low birth weight to infant mortality and 
childhood morbidity. New England Journal of Medicine 312:82-90, 1985. 

McKeown, T. The Role of Medicine: Dream, Mirage or Nemesis? London: 
Nuffield Provincial Trust, 1976. 

Murphy, F.D., and Ebert, R.H. Report of the President's Biomedical Research 
Panel. DHEW Publication No. (OS)76-500. Washington, D.C.: U.S. Govt. 
Print. Off., 1976. 

National Reseait^h Council. Genetic Screening: Programs, Principles and Re- 
search. Washington, D.C.: National Academy of Sciences, 1975, p. 126. 

National Research Council. Risking the Future: Adolescent Sexuality, Pregnan- 
cy and Childbearing. Washington, D.C.: National Academy Press, 1987. 

Nkowane, B.M.; Bart, S.W.; Orenstein, W.A.; and Baltier, M. Measles outbreak 
in a vaccinated school population: Epidemiology, chains of transmission and 
the role of vaccine failure. American Journal of Public Health 77:434-438, 1987. 

Office of Program Planning and Evaluation. NIH Data Book. Washington, 
Q U.S. Department of Health and Human Services, 1986. 

ERIC ' U'3 



164 



PREVENTION OF MENTAL DISORDERS 



Office of Technology Assessment. Coat EffecHveneaa of Influenza Vaccination. 
Washington, D.C.: U.S. Govt. Print. Off., 1981. 

PhiUipe D.; McCartney, K.; Scarr-Salapatek. S.; and Howes, C. Selective 
review of infant daycare research: A cause for concern! Zero to Three: Bulletin 
oftheNatU>nal Center for Clinical Infant Programa. Washington, D.C.: Sunt, 
of Docs., U.S. Govt. Print. Off., 1987. 

Powere, E., and Witmer, H. An Experiment in the Prevention ofDeUnauency 
New York; Columbia University Press, 1951. 

^fi^er, D.A Director of Clinical Research, NIMH Pereonal Communication, 

Richardson, S.A. The relation of severe malnutrition in infancy to the intel- 
vfrS^Ai ""'^^ histories. Pediatric Research 

Richmond, J B., and Kotelchuck, M. Coordination and development of 
strategies and policy for public health promotion in the United States. In: 
Holland W^W.; Detels R.; and Knox, E.G., eds. Textbook of Public Health. 
Vol. 2. London: Oxford Press, 1986, pp. 195-206. 

Roberts S.R. Types and treatment of pellagra. Journal of the American 
Medical A88ociationl5.2l-26, 1920. 

Robertson L.S. Crash involvement of teenage drivere when driver education is 
eliminated from high school. American Journal of Public Health 70:699-603. 

^^"^"Ih^ ' education and fatal crash involvement 

ot teenaged drivers. American «/ournoio/'i^6/tc/feo/^/» 68:959-965, 1978. 

Rogers, D.E.;BIendon R.J.; and Moloney, M.B.A Who needs Medicaid? New 
England Journal of Medicine 307:13-18, 1982. 

^rif^J'"'^ ' Newborn sickle cell screening: Benefits 
1983 ^erican Journal of Diaeasea of Children 137:341-345, 

hl^trtioM98r''''"^"^^^ Washington, D.C.: The Brookings 

Schaps, E.; Moskowitz, J.M.; Malvin, J.H.; and Schaeffer, G.A Evaluation of 
seven school-based prevention programs: A final report on the NAPA project 
/»fema^ona/t/ourna/o/'^/w Addictions 21: 1081-1 112, 1986. " 
Schinke, S.P.; Gilchrist, L.D ; and Snow, W.H. Skills intervention to prevent 
S.66ri98r ^""""^ adolescents. American Journal of Public HeaUh 



PUBLIC POUCY 



155 



Shannon, J.A. The National Institutes of Health: Some critical years, 1956** 
1957. Science 237:865-868, 1987. 

Sherman, M., aud Shafritz, DA Hepatitis-B \rrus and hepatocellular car- 
cinoma: Molecular biology and mechanistic considerations. Seminars on Liver 
DiBeaaes Ai98-n2, 1984. 

Singer, H.D. Mental and nervous disorders associated with pellagra. Archives 
of Internal Medicine 15:121-146, 1915. 

Sydenstricker, V.P. The history of pellagra, its recognition as a disorder of nutrition 
aud its conquest. American Journal of Clinical Nutrition 6:409-414, 1958. 

Telch, M.J.; Killen, J.D.; McAlister, A-L.; Perry, C; and Maccoby, N. Long term 
follow-up of a pilot project on smoking prevention with adolescents. Journal of 
Behavioral Medicine 5:1-8, 1982. 

Teuber, H.L; and Powers, E. Evaluating therapy in a delinquency prevention 
program. Proceedings of the Association for Research in Nervous and Mental 
Diseases 31:138-147, 1953. 

U.S. Bureau of the Census. Current population reports. Series P-23, No. 150. 
Population Profile of the United States: 1948-1986, Washington, D.C.: U.S. 
Govt. Print. Off., 1987. 

Warner, KE. Smoking and health implications of a change in the federal 
cigarette excise tax. Journal of the American Medical Association 266:1028- 
1032, 1986. 

Westin^ouse Learning Corporation. The Impact of Head Start: An Evaluation 
of Head Start on Children's Affective and Cognitive Development, Vols. I and 
II. Athens, Ohio: Ohio University Press, 1969. 

Willems, J.S., and Sanders, C.R. Cost-efTectivenees and cost-benefit analysis of 
vaccines. Journal of infectious Diseases 144:486-493, 1981. 

Wilson, W.J. The Truly Disadvantaged: The Inner City, the Underclass and 
Public Policy. Chicago: University of Chicago Press, 1987. 

Winslow, C.E.A. The Life of Hermann M, Biggs, Philadelphia: Lea and 
Febiger, 1929. 

Wyngaarden, J.B. The National Institutes of Health in its centennial year. 
Science 237:869-874, 1987. 

Zabin, L.S.; Hirsch, M.B.; Smith, E.A.; Street, R.; and Hardy, J.B. Evaluation 
of a pregnancy prevention program for urban teen-agers. Family Planning 
Perspectives 18:119-126, 1986. 

Zigler, E., and Gordon, E., eds. Day Core: Scientific and Social Policy Issues, 
"O j)n: AuDurn, 1982. 



CHAPTERS 



Psychiatric Disorder in Parents 
as a Risk Factor for Children 

Michael Rutter, C.B.K, M.D„ RR.S. 
Honorary Director 
MRC Child PsychiatTy Unit 
Department of Child and Adolescent Psychiatry 
Institute of Psychiatry 
De Crespigny Park, Denmark Hill 
London 

Statistical Associations 

More than 60 years have gone by since Janet (1925) drew attention to the 
importance of parental mental disorder as a psychiatric risk factor for the 
children and outlined the possible mechanisms that might be involved. Sub- 
sequent research has amply documented the reality of risk, as demonstrated by 
the consistent statistical associations between psychiatric disorder in parents 
and in their children (see Earls 1987; Feldman et al. 1987; Rutter 1966, 1987c; 
Rutter and Quinton 1984). Such associations have been demonstrated in 
numerous epidemiological studies of the general population, in case-control 
comparisons of the parents of children with a psychiatric disorder, and in 
case-control comparisons of the children of parents with a mental disorder. The 
main risk is for persistent psychiatric disorders in the children rather than 
transient situational stress responses (Rutter and Quinton 1984). Moreover, 
recent evidence (Quinton et al. in press) has shown that this risk extends into 
adult life. 
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Of course, correlations do not prove causation, and it could be that the 
problems of rearing a mentally disturbed child led to emotional disorder in the 
parent rather than the other way around. Doubtless that occurs; certainly thc/a 
is evidence that the rearing of biologically handicapped children is associated 
with an increased rate of parental distress and family tension (Breslau et aL 
1982; Byrne and Cunningham 1986; Cooke et al. 1982; Sabbeth and Leventhal 

1984) . Nevertheless, that does not seem likely to be the usual explanation if 
only because in many, if not most, cases the parent's disorder antedated the 
child's. Moreover, Richman et al.'s (1982) prospective epidemiological, lon- 
gitudinal study showed that maternal depression when the children were 
3 years old (and free of psychiatric disorder) predicted the development of child 
disorder during the subsequent 6 years. It may be concluded that the risks to 
the children associated with parental psychiatric disorders are real. 

Nevertheless, that conclusion does not necessarily mean that the risk derives 
from the parental illness per se. After all, child psychiatric disorder is also 
associated with chronic physical illness in the parents (Rutter 1966), parental 
death (Garmezy 1983), and parental criminality (Rutter and Giller 198S)— as 
well as with family adversities of various kinds (Rutter and Ma^ge 1976). It 
could be that the risks stem from the psychosocial stressors associated with 
parental illness rather than from the illness as such. Moreover, insofar as the 
risks are a function of parental illness, they may be genetically or environment 
tally determined. The environmental risks may stem from physical damage to 
the fetup (as from drugs or perinatal complications) or to the child (as from head 
injuries or other accidents de^ ' ving from lack of adequate parental supervision), 
as well as from psychosocial factors. 

If effective prevention or intervention is to follow identification of the risk 
factor, it is important that the relevant risk mechanisms or processes be 
identified. These constitute the main focus of this review. Obviously, the 
mechanisms involved may vary according to the type of parental disorder that 
constitutes the risk variable or the type of child disottler that ensues; that 
possibility will be borne in mind in considering the relevant empirical findings. 

Genetic Mechanisms 

Much of the research on the risks to children of parents with mental disorders 
has been based on the premise that the risk is likely to be genetically deter- 
mined. That premise derives from the empirical demonstration that genetic 
factors play a significant role in the determination of schizophrenia (Gottesman 
and Shields 1976), major affective disorders (Gershon et al. 1982; Weissman et 
al. 1984a), antisocial personality disorders and criminality (Crowe 1983), and 
some varieties of alcoholism (Bohmanetal. 1981;Cloningeretal. 1981;Goodwin 

1985) , It also appears that genetic factors play a significant role in many 
psychiatric disorders arising in childhood— thou^ this area has been less 
gj-iied (McGuffin and Gottesman 1985; Rutter et al. in press a; Vandenburget 
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al 1986). Although there is an important heritable component to many types 
of migor mental illneeSp genetic factors seem much less important in the 
emotional disorders that make up most of adult psychiatric outpatient practice 
(Torgersen 1983). Yet these disorders, when they occur in parents, are as- 
sociated with a substantially increased psychiatric risk for the children (Rutter 
1966; Rutter and Quinton 1984). Even when the parental condition is geneti* 
cally determined in part, however, it does not follow that the risk to the children 
is genetically mediated. This is because (a) with all the adult mental disorders 
there is a mc^or nongenetic component; (b) the continuity between mental 
disorders in children and adult life is far from complete (Rutter 1984^ and, even 
when there is continuity, the genetic component may be greater for disorders 
that persist into adulthood than for thoseconfmed to thechildhood years (Rutter 
and Giller 1983); and (c) parental mental disorder is frequently accompanied by 
major environmental disturbance (Coyne et al. 1987; Feldman et al. 1987; Jacob 
and Seilhamer 1987). 

Thus, parental symptoms may directly impinge on or involve the children in 
some way (Radke- Yarrow et al. 1988; Rutter 1966); the parental illness may 
interfere with parenting functions (Bettes 1988; Cohn et al in press; Field et al. 
in press; Rodnick and (jroldstein 1974; Susman et al. 1985; Weissman and Paykel 
1974) or impair parent-child relationships and interactions (Cox et al. 1987; 
Davenport et al. 1984; Feldman et al. 1987; Zahn-Waxler et al. in press). 
Moreover, the parent's illness may result in such family disruption that the 
children have to go into foster care (Rice et al. 1971), or it may be accomp. nied 
by marked marital discord and disharmony (Birtchnell and Kennard 1983a and 
6; Gk)tlib and Hooley 1988; Rutter and Quinton 1984). This discord is associated 
with increased conflict over child rearing, greater segregation in decisionmak- 
ing, reduced affection, and altered patterns of dominance (Hinchcliffe et al. 1975; 
Kreitman et al. 1971). 

Specificity of Effects 

It is necessary to consider how to test the hypothesis that the risk to the 
children is genetically mediated. A genetic transmission of disorders would be 
suggested if the risks to the children were relatively confined to certain specific 
types of parental disorder. However, the evidence is clear that this is not the 
case. Raised rates of psychiatric disorder in children have been found, for 
example, for parental schizophrenia (Watt et al. 1984), depression (Beardslee 
etal. 1983;Cytrynetal. 1986; Keller etal. 1986; Weissman etaL 19846, 1987); 
alcoholism (Earls et al 1988; Nylander 1960; Rydelius 1981; Steinhausenet al 
1984), and personality disorder (Quinton et al. in press; Rutter and Quinton 



A second test of the genetic hypothesis is to determine if the disorders in the 
children tended to be of the same type as those in the parents or, at least, showed 
a degree of specificity in relation to the parental diagnosis. Even that relation- 
ship does not seem to be generally the case. On the whole, there are only rather 
associations between the form of disorders in parents and children. There 
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may be some limited specificity, however. First, although the children of 
schizophrenic parents ma> show a variety of psychiatric problems, some abnor- 
malities both are particularly associated with this parental diagnosis and 
appear to constitute the childhood precursors of adult schizophrenia (Nuechter- 
lein 1986; Rutter 1984; Watt et al. 1984). The key features comprise (a) abnor- 
malities in interpersonal relationships — shown by odd, unpredictable behavior, 
social isolation, and rejection by peers — together (in males) with solitary antiso- 
cial behavior in the home; (b) neurodevelopmental immaturities in the form of 
clumsiness, visuospatial difHculties, and verbal impairment; and (c) attention 
deficits characterized by poor signal-noise discrimination. 

Second, there is some tendency for parental personality disorder to be 
associated with conduct disturbance in the sons (Rutter and Quinton 1984; 
Stewart et aL 1980) and for parental alcoholism to be linked with both al- 
coholism and antisocial disorders in the male offspring (Rydelius 1981; Stein- 
hausen et al. 1984), but perhaps especially with disorders that combine both 
emotional and conduct disturbance (Earls et al. 1988). 

Third, and less certainly, mcgor depression in the parents may be particularly 
likely to lead to depression in thechildren (Cytryn et al. 1 986; Decina et a!. 1933; 
Keller et al. 1986; Weissman et al. 19846). Standardized psychiatric assess- 
ments have shown that about half the psychiatric disorders in the children of 
seriously depressed parents are depressive in form. The uncertainty stems from 
(a) the observation that some half the disorders in the children are not depres- 
sive in type and that the increase in nondepressive disorders may be as great 
as that for major affective conditions (Hammen et al. 1987; Weissman et aL 
1987); 0^) the lack of evidence concerning whether the rate of childhood depres- 
sion in the offspring of parents with depression is higher than that found with 
other forms of parental mental disorder (most comparisons have been with 
normal controls); (c) the negative findings in some studies (Gersjion et al. 1985) 
together with the high frequency of mixed symptomatology even when the 
longitudinal course suggests an affective diagnosis (Akiskal et al. 1985); and 
(d) the limited knowledge regarding the extent to which childhood depression 
is synonymous with the megor depressive disorders of the adult life (Rutter et 
al. 1986). Nevertheless, there is some suggestion that depressive disorders in 
thechildren may be particularly linked with serious parental depression (Rutter 
and Quinton 1984). This linkage is probably most evident in the case of bipolar 
affective disorders with a prepubertal onset (Strober et al. 1988). From the very 
limited data so far available, it maybe inferred that most psychiatric disoiders 
in the children of depressed parents are not primarily genetically mediated, but 
that genetic mechanisms are likely to be much more influential in the associa- 
tion between bipolar afiective disorders in parents and their children. 

Environmental Effects 



A third test of the genetic hypothesis is provided by studies that determine 
whether the association between disorders in parents and in their children can 
5' accounted for by environmental variables. Rutter and Quinton (1984), in 
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their study of a heterogeneous group of mentally ill parents, used a range of 
well-teeted discriminating measures of the family environment. Their results 
showed that tha risk to the children was largely a function of the family discord 
and hostility associated with the parental mental disorder. Indeed, the risk to 
the children of mentally ill parents showed no significant increase over the level 
in the general population once the family advereity variables had been taken 
into account. Similarly, Feldman et al. (1987) found that the psychiatric risk 
for the children of mentally ill parents, as also for children of mentally healthy 
parents, derived in large part from the associated family advereities and 
especially from discordant mother-child relationships. Children not living with 
their ill parents showed no increase in peych:<itric disorder, provided they were 
being reared in an alternative family setting and not in an institution. It seems 
that the risk to the children is largely environmentally mediated. However, 
there appear to be some important exceptions to the general finding. Emery et 
al. (1982) found that whereas discord constituted the main factor involved in 
the conduct disturbances seen in the children of parents with depression or 
personality disorder, it did not account for the increased rate of disorders in the 
children of schizophrenics. Similarly, Folstein et al. (1983) found that discord 
accounted for conduct disturbances in the children of parents with Huntington's 
disease, but not for depression in the offspring. 

Keller et al (1986) found that parental discord increased the risk of disorder 
in rhe children of depressed parents, but that the severity and chronicity of 
maternal depression also did so (it is not clear whether this was so after 
controlling for discord; moreover, the risk to the children was not significantly 
affected by depression in the father). Rutter and Quinton's (1984) findings also 
are compatible with some risk for childhood depression that is additional to that 
associated with discord. Fendrich et ai. (in press) studied the role of a range of 
family risk factore as possible mediatore for the increased risk for psychiatric 
disorders in the offspring. Family discord, divorce, and lack of cohesion were 
important risk factore for conduct disorder irrespective of the presence or 
absence of parental depression. However, no family risk factor was associated 
with anxiety disorder; and for depression in the ofispring, both family risk 
factore and parental depression seemed to act separately as mediatore at risk 

Radke-Yarrow et al. (1985) found insecure attachment to be more frequent 
in the children of severely depressed mothere than in controls (see also 
Gaensbauer et al. 1984). However, what was most characteristic was a type of 
insecurity iisscchted with both resistance and avoidance, together with abnor- 
mal affect or stereotyped maladaptive behavior. Because this is the pattern that 
may also be asisociated with child abuse, it seems unlikely that it is specific to 
parental depn»sion. Nevertheless, it may represent a more pathological variety 
of insecure attachment. Radke- Yarrow et al. (1985) found that the abnormal 
pattern of a<;tachment was significantly associated with the severity and 
chronicity of mental depression; it was unaffected by whether the father was 
depressed, but it was associated with maternal negative expressed emotions to 
the child and with the absence of a father in the household. The lack of effect 
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in this study and in the study of paternal depression by Keller et al. (1986), 
together with the effect of discord and of negative expressed emotions, suggests 
that genetic factors do not constitute a sufficient explanation. 

Rutter and Quinton (1984) found that parental personality disorder (of both 
antisocial and other types) was powerfully associated with disorder in the 
children. However, multivariate analyses showed that this was more a conse- 
quence of the children's exposure to hostile or aggi-essive behavior than of the 
parental diagnosis per se. Nevertheless, although the effect fell short of statis- 
tical significance, there was some suggestion that personality disorder put the 
children at an additional psychiatric risk beyond that accounted for by exposure 
to hostile behavior. The same suggestion stems from the fmding that, even after 
controlling for disrupted parenting in childhood, parental deviance (much of 
which involved criminality or personality disorders) predicted the development 
of personality disorder in adult life in institution-reared children (Quinton and 
Rutter 1988; Rutter et al. in press b). 

Adopted-Away Children 

Probably the strongest test of the genetic hypothesis is provided by determin- 
ing rates of disorder in the children of mentally ill parents who are adopted in 
infancy and brought up by nonill parents to whom they are not biologically 
related. This strategy has been employed with schizophrenia: Several studies 
from Heeton (1966) to Tienari et al. (1985) have found an increased rate of 
schizophrenia in the adopted-away children. It has also been shown that the 
attentional deficits found in the fostered children of schizophrenics who have 
been brought up away from the ill parents are similar to those found in remitted 
adult schizophrenics (Asarnow and MacCrimmon 1978; Asarnow et al. 1977). 
The results provide strong evidence of a genetic mode of transmission. The 
genetic hypothesis has also been supported for other disordere; thus it has been 
found that there if; an increased rate of the same disorder in adopted-away 
offspring of parents with alcoholism (Goodwin 1985), antisocial problems 
(Crowe 1983), and major affective disorders (Cadoret 1978; Mendlowicz and 
Rainer 1977). In addition, Stewart and de Blois (1983) found that the associa- 
tions between antisocial behavior in fathere and sons were greater when the 
fathers were in the home, although some aseocietion was found when fathers 
wore absent, It may be concluded that the adoptee-study findings confirm that 
genetic factors play an important role in many chronic psychiatric disorders in 
adult life. However, the investigations undertaken to date have provided rather 
limited evidence concerning the role of genetic infiuences in the psychiatric risks 
in childhood for the offspring of mentally ill parents. 

Gene-Environment Correlations and Interactions 

Although a great deal of attention has been paid to the hp»-: lability of specific 
psychiatric conditions, heredity is not the only way in which genetic factors can 
play a role in the psychiatric risk experienced by the children of parents with 
some form of psychiatric disorder. Gene-environment correlations and 
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interactions may be influential through their effects on environmental risk 
mechanisms (Kendler and Eaves 1986; Plomin 1986; Pogue*Geile and Rose 
1987). There is very little evidence showing the operation of such mechanisms, 
but a few fmdings suggest that they do occur. Two processes require special 
mention* 

First, it is possible that to some extent people create their own environments, 
so that genes partially shape the environment (Scarr and McCartney 1983). 
Thus, McGuflin et al. (1988) have shown that psychosocial stressors load in 
families. Several studies have shown that individuals who show deviant be- 
havior in childhood are more likely to lead disrupted lives in adult life. For 
example, Kandel and Davies (1986) found that depressed and nondepressed 
adolescents differed in their pa ;.tem of social relationships in adult life; and 
Caspi et al. (1989) found that the adult careers of explosive children tended to 
be characterized by disorganization and instability. Similarly, using retrospec- 
tive data from the Epidemiologic Catchment Area (EGA) Study, Robins (1986) 
found that adverse life experiences in adulthood were linked with previous 
psychopathology in childhood. None of the studies has tested the hypothesis 
that the links over time were genetically mediated, but it is possible that genetic 
factors played a part. This possibility was also suggested by Cadf^^et et al/s (in 
press) finding that although parental alcoholism and antisocial ^^order had no 
direct effect on depression in the adult offspring, there was a strong indirect 
effect through the link with antisocial personality dinorders in the grown 
children who had been adopted in infancy. Such disorders secondarily increased 
the risk of depression in adult life. 

Second, it may be that genetic factors increase people's vulnerability to 
environmental hazards. This is suggested by the finding that environmenial 
risks are greatest in individuals who are also genetically vulnerable. Several 
studies have shown that the risk of antisocial behavior is greatest when there 
is criminality in both the biological and the adoptive parents; and the increase 
in risk is greater than expected on the basis of a simple additive effect (Cadoret 
1986; Cadoret et al. 1983). Similarly, Cadoret et al. (in press) showed that 
parental antisocial or alcohol disorder was associated with an increased risk of 
adult depression in the offspring following late adoption, an increase not found 
in the absence of the parental disorder. 

There is also some suggestion of similar mechanisms in connection with 
parental schizophrenia. In particular, Parnas et al. (1985) found that in- 
stitutionalization in infancy predisposed to schizophrenia in the offspring of 
schizophrenic mothers, but not in controls; this finding is consistent with 
gene-environment interactions. More direct evidence comes from studies of the 
rearing environment of adopted-away children with direct study of the adoptive 
home environment. The Colorado Adoption Study (Plomin and De Fries 1985) 
provides just such evidence, but so far not with respect to psychiatric outcomes. 
The only psychiatric investigation is that undertaken by Tienari et al. (1985; in 
press) of the adoptive families of children bom to schizophrenic parents. The 
^-l^^ from analyses on the first 91 cases (half the sample) showed that the 
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peychiatnc risk was increased when the adoptive family environment was 
disturbed, suggestinga gene-environment interaction. However, this effect was 
evident for borderline and character disorders rather than for schizophrenic 
pojrcn 0000 • 

The evidence so far on gene-environment correlations and interactions is 
extremely scanty, but we may conclut'.e that there are a variety of mechanisms 
by which a genetic predisposition may increase environmental links for child 
psychiatric disorder. The extent to which this happens in practice remains 
uncertain. 

Clinical Implications 

The clearest conclusions apply to parental schizophrenia; It is apparent that 
there IS a definite, genetically mediated, increased risk of schizophrenia in the 
children. In addition, the increased risk for a broader range of schizophrenia 
spectrumdisorders probably includesageneticcomponent(Kendte^ 
berg 1984); but the criteria for such disorders remain quite unclear, and the 
genetic link with schizophrenia is still somewhat uncertain (Torgersen 1984) 
Moreover, there is an incr^sed risk for other types of psychiatric disoixiere that 
probably is not genetically mediated. The clinical picture of social oddity 
neurodevelopmental abnormalities, and attention deficits is most likely to 
represent a precursor of schizophrenic psychosis; but the criteria are not 
sufficiently clear cut to warrant a definite diagnosis at that stage. There is no 
advantage in creating an expectation of genetic predestination when there is 
good evidence that environmental factors also play an important role in etiology. 

Brown et al. (1962) showed that overinvolvement with relatives who express 
high levels of cnticism (high EE) is associated with an increased risk of relapse 
in adult schizophrenia; this finding was replicated by Leff and Vaughn (Leff and 
Vaughn 1981; Vaughn and I^ff 1976; Vaughn et al. 1984). Leff and Vaughn 
(1981) also found that this effect was additional to that obtained by appropriate 
medication; and a controlled therapeutic trial (Leff et al. 1982 1985) 
demonstrated that social intervention with high EE families that resulted in a 
fell in EE sipiificantly reduced the relapse rate. Goldstein and his colleagues 
(Doane et a . 1981; Goldstem 1985) found that high EE and poor communication 
n the families of disturbed adolescents predicted a worse outcome (including 
the development cf schizophrenic spectrum disorders). It may be inferred that 
when the children of schizophrenic parents develop psychiatric disorder, they 



arv^ most likely to be helped by therapeutic interventions that reduce highly 
critical parental overinvolvement and that improve harmonious parent-child 
communication. 

It seems probable that genetic factors play some contributory role in the 
developinent of conduct disorders (possibly especially in those that are most 
?n ^ol-u ri"*" of parents with personality disorders, and of depression 
in the children of depressed parents. The genetic evidence, however, is incon- 
clusive and as yet points to no particular mode of prevention or intervention. 
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P«rh«t« the main point that arises from consideration of gene-environment 
fnf^iol^That^ genetic predisposition may well create a greater vul- 

iSmytoenvtnmef^^ 

preventive and therapeutic interventions. 

Alcoholism in the offspring of alcoholic P^^nts P^ably resu^^ f^m ^th 
«metic and environmental factore. The treatment needed would Ik imilarto 
Ci^tSred for dcoholism generally. However, the reality of the n«k means 
£: SIrns treating alcoholic parents need to be ^erted the d^ngei.^^^^ 
the of&pring and to take seriously the risks associated with heavy drmking or 
with drinking to relieve stress. 



Effects on the Fetus 



Alcohol 

It is known that high doses of alcohol in the first trimester of P'^f^^^^^^^^^^^ 
as a teratogen causing mental retardation and a characteristic cran w-facial 
ItfomaShrthasfometobekno^^^^^ 

et al 1984; Steinhausen and Spohr 1986). It seems that in he first 10 weete 
lohol is cUoVoxic, causing a deficiency in brain growth; in midpregnancy there 
S^rsLtt Sganiza and delay of neural - W^^^^^^^^ 
ment and interference with central nervous system (CNS) neurotransmitter 
piuon Sing to neuroendocrine abnormalities. It remains uncertam 
SSethe thertis a threshold for this alcohol effect on the fetus or whe her the^ 
te a continuum of effects with subclinical damage at alcohol levels too low to 
Taus^ the full syndrome; the balance of evidence suggeste a continuum effect, 
Mor^er, it is unclear Whether the effect is specific to alcoho ; some evt^nce 
suireests that marijuana may act in a simiUir way (Hingson et al. 1982). Because 
dcoh^lisi tends to'be associated with so ^-f^y postnatal enviro^^^^^ 
Kuiri>ances, it has proved difficult to separate fetal from postnatal effects 
wLnTxSn psychiatric disturbance, in the chiWren^ "^.tThat 
et al (1985) found that the offspring of alcoholic mothers had IQ scores that 
tre below those of controls even when they had been reared by foster parents 

Tnd d^ not show the physical stigmata of fetal -''^P^-'^r^^r^^^^^^^ 
of alcoholic parents also showed hyperactivity and inattent on f te^nhau^n et 
a (1984). in a study of a small, incomplete sample, found that the behavior of 
Chi dren with fetal alcohol effects tended to improve somewhat during the 
pr^h^l 4are^^^ there was not severe mentel retardation; but hyper- 
SrSd to persist. The psychiatric outcome at 8-1/2 years was not 
associ^ with the extent of morphological damage as clinically 
Ssed Much of the best date are provided by Streissguth et al. (1984), in a 
S^and systematic followup of some 500 infante half of whom were b^^ 
to hea^ drinkere and half to light and infrequent drinkers. Alcohol-related 
th^Z tZts were stiL .ddent at 4 yeare of age, after statistical adjustme^^^ 
o r possible confounding variables. The effect was most evident for reaction 
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^^tJ^^^^^^ri ™gg«'ting«,me impairment in the 

heaviest drinking levels (more than 59 g of absolute alcohol per day) 

c™c« need is to prevent tlie initial fetal damarSlttS ~me of 

woml ;4l^ ^at she 4 o "^^^^^^^ « 
hJoZ.T J**" »f pregnant will not constitute effective orevention 

U^t Xr ?h«r ^^'^^ 4 weeks, E Z 

Opioids 

Pregnancy Complications 

There has been much discussion of the nnaaimo 
tionsinthe etiology of ecliizophreni^wSLnrEto^^^^^^ 

likely to have abnorma pi^g^anct tht llhf '^^^^T 
rorthe^yehiatricHskfo^thTot^^^^^^^^ 
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likely to have abnormal pregnancies, but it seems that the children born to 
schizophrenic mothers may be more vulnerable to damage from obstetric com- 
plications (Walker and Emory 1983). There is some suggestion that the in- 
creased ventricular size found in some cases of schizophrenia may be associated 
with obstetric complications (Schulsinger et al. 1984), as well as being more 
common in sjchizophrenic individuals without a positive family history (Murray 
et al. 1985). Nevertheless, it remains uncertain whether pregnancy complica- 
tions play other than a minor contributory role in the transmission of 
schizophrenia from parent to child. 

Family Environmental Effects 

Exposure to Specific Parental Symptoms 

Ruttei^s (1966) early study of child psychiatric disorders assc with 
parental mental illness suggested that the risk to the children was greater when 
parental symptoms directly impinged on or involved the children. Direct 
symptom impact occurred when parental delusions incorporated the children in 
some way, when children were forced to participate in parental rituals and 
compulsions, or when the parental illness led to marked restrictions in the 
children's social activities. Many of these examples concerned severe and 
somewhat unusual types of parental disorders. Rutter and Quinton (1984) 
conducted a 4-year prospective study of a representative sample of the families 
of newly referred psychiatric patients who were parents of children under 
15 years of age. The results showed that such direct involvement of children in 
parental symptoms was not common and did not account for much of the risk 
to the children. Neither the children's exposure to psychiatric symptoms nor 
their exposure to parental affective symptoms was significantly associated with 
psychiatric disorder in the children, once account had been taken of other 
factors. However, their exposure to hostile or aggressive behavior by the parent 
was very strongly associated with an increased risk of psychiatric disorder, 
irrespective of the parental diagnosis. Similarly, Billings and Moos (1986), in a 
1-year foUowup study, found that the children of depressed parents continued 
to show increase in maladjustment even when the parental symptoms remitted. 
The children's maladjustment correlated with the quality of family emotional 
resources, as well as with the severity of the depression in both parents. 

Family Discord 

Marital discord constituted one important source of hostile behavior in the 
Rutter and Quinton study, and it showed a strong association with an increased 
psychiatric risk for the children. Sons tended to develop disturbances earlier 
than daughters m the presence of family discord; but if the discord persisted, 
the girls suffered in the long run, although not to quite the same extent as boys 
(Rutter and Quinton 1984). Similar fmdings on the risks associated with 
ly discord derive from all other studies that have included systematic 
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discriminating measures of parent-child and marital relationships (Cox et al. 
1987; Feldman et al 1987; Keller et al. 1986; Radke-Yarrow et al. 1985; 
Richman et al. 1982). Most of the research has concerned the eft'ects of parental 
depression, but the migor psychiatric risks to the children associated with 
family discord and parental hostility or critical overinvolvement have been 
found with personality disorder (Rutter and Quinton 1984) and Huntington's 
disease (Folstein et al. 1983), as well as with general population samples of 
parents who do not suffer from any mental illness (Emery 1982; Rutter 1982; 
Rutter and Giller 1983). The effect is greater when discord is associated with 
other family adversities, but it is not necessary that such adversities include 
parental mental disorder. The consist' T"^y and pervasiveness of the risk 
associated with serious persistent family discord that is found in quite dis- 
parate populations testifies to its importance as a psychiatric risk factor. 
Probably the risks are greatest when the discord results in parental criticism 
or hostility that is directly focused on one or more of the children, but the risk 
is still evident when the tension and quarreling are mainly between the two 
parents. 

Discord plays a crucial role as a mediator of the psychiatric risks associated 
with parental mental disorder. This role is a consequence both of the strength 
of thediscord effect and of the frequency with which mental discord is associated 
with marital discord. The nature of the connections between mental disorder 
and marital discord are complex; there is evidence of causal influences in both 
directions. In addition, both may be determined in part by family stresses and 
adversities outside the marriage. Nevertheless, however the discord arises, it 
serves as an important risk mechanism for the children. 

Family Breakup 

Parental mental disorder, especially when it is associated with other 
psychosocial hazards, not infrequently leads to temporary or permanent family 
breakup (Rice et al. 1971). Thus, of children admitted to institutional care or 
to family foster care because of parenting difficulties or child neglect or abuse, 
a high proportion have mentally ill parents (Quinton and Rutter 1988). Even 
short-term admissions to residential care are associated with a substantially 
increased psychiatric risk for the children (Wolkind and Rutter 1973). We lack 
studies in which there has been systematic psychiatric assessment of the 
parents in familie<; from which the children go into foster or institijtional care. 
Nevertheless, the evidence that exists shows that in terms of psychiatric 
sequelae, both in childhood (Roy 1983) and in early adult life (Quinton and 
Rutter 1988), the main risks derive from the adverse experiences rather than 
from the parental mental illness per se. Probably the main adversity is not the 
child's separation from parents as such, but rather the multiple stresses with 
which it is associated, and the family discord that preceded and succeeded the 
child's admission into foster care (St. Claire and Osborn 1987; Wolkind and 
Rutter 1985). 
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Brown ©t al. (1988) showed that with respect to effects on vulnerability to 
adult depression, parental loss created a risk factor only if it led to poor-quality 
parental care that was lacking in warmth and affection. Nevertheless, the 
insecurities associated with going in and out of foster care may weU add to the 
risks. CUnicians face real dilemmas: Children who have been admitted to 
residential nurseries do poorly on return to their biological parents (Hodges and 
Tizard 1989a and 6)— but the long-term outcome is also bad for those who 
remain in institutional care (Quinton and Rutter 1988), The consequences are 
better if either there is a stable foster family (Roy 1983) or if harmony is restored 
in the biological family (Rutter 1971). Foster care breakdown, however, is all 
too common; and the restoration of good relationships in the family is not easily 
brought about. 

Physical Risks 

A few researchers have noted an increased rate of accidents in the children 
of depressed mothers (Brown and Davidson 1978), and it is known that severe 
head iiyuriee create a significant and substantial psychiatric risk (Rutter et al. 
1983). Though this mechanism (i.e. , brain damage from head iiyunes 
from inadequate parentalsupervision)may be important in individual children, 
the infrequency of severe head injury means that it is not a relevant factor m 
other than a small minority of cases. Nevertheless, it is striking that Weissman 
et al. (1986) found that the children of depressed parents had an increased rate 
of a wide range of medical problems. It is not known what role these problems 
played in the risk for psychiatric disorder. 

Parenting 

Although it has been appreciated for some time that mental disorders 
including schizophrenia (Rodnick and Goldstein 1974) and depression (Belle 
1982; Rutter in press 6; Tronick and Field 1986; Weissman and Paykel 1974) 
may significantly disorganize, distort, and impair parenting, only recently have 
there been systematic, observational studies of the parenting of mentally ill 
mothers (fathers have yet to be studied). Radke-Yarrow et al. (1985) found that 
severe (but not minor) maternal depression, especially of the bipolar variety, 
was associated with a marked increase in an unusual (and presumably 
psychopathological) -ariety of resistant/avoidant insecure attachment. 
Depressed mothers were rated as more disorganized, unhappy, tense, •^co'wis- 
tent, and ineffective with their children (Davenport et al, 1984). Cox et al. (1987) 
found that depressed mothers in the community differed from controls in being 
lees likely to respond to their 2.year-old children's overtures, less facilitative of 
social interactions, less adept in responding to their children's cues, and more 
likely to respond with control when their children were distressed. Stein et al. 
(submitted for publication) reported similar findings from their longitudinal 
study of 49 women with postpartum depression and 49 individually matched 
nondepressed controls. Observations of mother-child interaction when the 
children were 19 months old showed that, compared with controls, the depressed 
rnVV»men interacted less with their children and were less facilitating; their 
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chiWren showed less affective sharing, were much more likely to show marked 
distress during a planned brief departure from their parent's room, and were 
leas likely to show initial sociability with a stranger. Similar but reduced effects 
were seen :u the subgroup of families in which the mothers had been depressed 
postnataUy but were no longer depressed. The findings suggest that tha altered 
parentmg quality is not a direct consequence of current depression Other 
investigations too, have shown altered patterns of mother-infant interaction 
Ti''; depression (Bettes 1988; Cohn et al. in press; Field 

1984; Field et al. in press; Livingood et al. 1983; Lyons-Ruth et al. 1986). 

The evidence is consistent in showing significant impairments in parenting 
. "Eternal depression, hut all the studies have noted marked 
individual diflferences, with some depressed women renting well. In addition 
hey have consistently shown that the parenting differences tended to remain 
(albeit at a somewhat reduced level) after remission of the depression. 

Hawton et al. (1985) found a substantially increased risk of child abuse in 
mothers who attempted suicide. Suspected or actual abuse was more frequent 
than in young, nonsuicidal, working-class mothere with preschool children at 
home. However, the parental suicidal attempt did not constitute a useful 

iJiT'^^f'T P****'® ''^'^^ ^'^"^^J a« most cases, the abuse 
pr» ceded the suicide attempt. 

Lees is known aLout parenting differences associated with other forms of 
parental mental disorder. Sameroff et al. (1982) found that, compared with 

ueuroticdcpression, maternal schizophrenia tended to be associated with rather 
fewer impainnento in pa renting and fewer emotional disturbances in infants 
N&slund et al. (1984a and h) foun \ that the 1-year-old offspring of women with 
jchizophrenia or cycloid psychosis differed from controls in showing a lack of 
fear of strangere. They also noted an increase of anxious attachment in the 
offspring of schizophrenics, but not in thechildren of mothers with other types 
of mental Illness. The same stur showed that mother-infant interactions^ 

oi^ M^f "^r. ^^f' ^y^^^^ (McNeil et 

al. 1986;Naslundetal. 1985;Persson-Blrnnowetal. 1984). As previously noted 

11 lu'®" depressed mothers. Although the evidence is contradictory on 
i^u^^u^^^ parenting that are specific to parental diagnoste, it 
seems probable that there are not. Most, if not all, forms of serious mental 
disorder may be associated with difficulties in or distortions of parenting Thev 
are, in turn associated with abnormalities in the dyadic relationship iStween 
mother and child; this association probably plays a role in leading to an 
increased psyrhiatnc link (although direct evidence ca this issue is lacking). 

Clinical Implications 

Parental mental disorder is frequently associated with widespread disturb- 
'^l^Z!^uZT^//^'^y interaction and of parenting; moreover, it is 
^.lear that these family disturbances coastitute one of the main rbk mechanisms 
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by which parental mental disorder leads to psychiatric problems in the children. 

«e associated psychosocial disturbances often continue well after acute 
^ arental symptoms abate (Bothwell and Weissman 1977). Hence^ it is no 
surprise that there are no close connections between the ebb and flow of parental 
symptoms and the course of disorder in the children (Hobbe 1982; Rutter and 
Quinton 1984) or that the psychiatric risk to the children continues well after 
remission of the parental disorder, although the risk is greater if it persists 
(Billings and Moos 1986; Rutter and Quinton 1984). 

The most obvious implication is that clinicians treatingparents with a mental 
disorder need to assess the extent to which the disorder is associated with family 
discord, with negative feelings to any of the children, and . ith impairments of 
parenting. The main risk to the children occurs when these family features are 
affected; the risk is much less if they are not. Clearly, it is highly desirable to 
intervene therapeutically to improve patterns of family relationships; but this 
has not proved easy to accomplish in practice. Rounsaville et al. (1979) found 
that depressed women with serious marital difficulties had a poor outcome 
compared with those who were single or in supportive relationships. They also 
found that psychotherapy effected little improvement in the marriage although 
it was effective in enhancing other aspects of social functioning. Coi^joint 
man^ ^ ' therapy might well be more effective, but not all husbands are willing 
to be engaged in treatment; nevertheless, this seems likely to be the preferred 
approach. 

Equal attention needs to paid to the difficulties in parenting associated 
with mental disorder. Most of the parenting differences involve subtle aspects 
of parent-child interaction — lather than gross neglect or abuse — although oc- 
casionally this occurs (Hawton et al 1986); nevertheless, the flndings on 
insecurity of attac' ment indicate that there are significant consequences for the 
children. Of course, insecure attachments occur commonly in the general 
population; they are associated v/ith later difficulties in peer relationships 
(Wolkind and Rutter 1985). Radke-Yarrow et al.'s (1985) findings, however, 
suggest that the pattern of insecurity includes abnormal features not ordinarily 
seen in the al^sence of parental pathology. Sometimes there is a tendency to 
assume that very you ng children are not aware of family tensions and disputes 
and hence are relatively protected from family discord. Tho evidence firmly 
contradicts thi'^ sanguine view. Not only does discord frequently interfere with 
parenting, but also it is clear that toddlers are quick to pick up negative feelings 
(Zahn-Waxler et al. 1984). Cummmgs et al. (1985) showed that 2-year-olds 
typically responded v/ith distress to angry verbal exchanges between adults; and 
the children subsequently showed increases in aggression between peei.?. 

Young infants may also be vulnerable to cognitive ill effects associated with 
maternal depression during the early years of their lives. One study (Cogill et 
al. 1986) showed cognitive deficits that seem^Bd to be specifically associated with 
(i^elatively mild) maternal depression during the first year of motherhood. The 
finding awaits replication. 
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Parents who are depressed or suffering from some other form of mental 
disorder need to be helped to reduce intrafamilial conflicts, to prevent such 
conflicts from impinging on the children, and to improve their functioning as 
parents* In addition to direct efforts to bring about improved parenting, there 
are likely also to be beneflts from improving the parents' availability and use of 
emotional supports. For example, often it may be helpful to encourage the 
healthy parent to take a greater role in looking after the children. 

One speciflc issue that arises with puerperal psychosis is whether the 
mentally ill women should be encouraged to continue to look after their newborn 
infants or whether separation might be safer. We lack data on the factors thai 
should be taken into account in making that decision. Mother-and-baby units 
in psychiatric hospitals have been available for many years (Butter 1966); often 
the results for both mothers and babies seem satisfactory, and there may be 
advantages in babies remaining with their mothers while they are hospitalized 
(Grunebaum et al. 1975). Yet it is not clear that babies do not suffer from 
exposure to their severely ill mothers. The matter urgently needs further study. 
Meanwhile, we must to seek to ensure that the cate of infants is as good as it 
can be when mothers are mentally ill, whether the neonates are jointly admitted 
with the mothers or remain at home with the fathers or other family members. 

Individual Differences in Children's Responses 

Finally, it is necessary to pay attention to the important universal observa- 
tion that children differ markedly in their response to parental mental illness. 
Ordinarily fewer than half succumb to any form of psychiatric disorder, many 
come throu^ the experience without psychological damage, and some even 
seem to gain strength from having coped successfully with stress and adversity 
(El-Guebaly and Offoid 1980; Rutter 1985). To some extent, this individual 
variation is a function of the characteristics and context of the parental mental 
illness. The children are less likely to be affected adversely if the parental 
disorder is mild; of short duration; is unassociated with family discord, conflict, 
and disorganization; is unac :ompanied by impaired parenting; and does not 
result in family breakup. !Liowever, there are also other features that are 
associated with resilience or vulnerability. 

During the 1970s, there was much rhetoric about 'Invulnerable" children who 
are supposedly unaffected by bad environments (Anthony 1974). On the basis 
of mainly anecdotal observations, but with r ome quantitative data on families 
with a psychotic parent (Lander et al. 1978; Worland et al 1984), Anthony 
argued that invulnerability involved lack of involvement and of identification 
with the sick parent and an ability to sustain independence and psychological 
separation from the illness. The suggestions are in keeping with the observa- 
tions of bthers, but knowledge is lacking on the importance of these variables 
when considered in conjunction with other risk and protective factors. 
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Garmezy (1971, 1974) drew attention to the related notion of "competence" 
shown by children at psychiatric risk through birth to, and rearing by, a 
schizophrenic parent. His emphasis differed from Anthony's in its concern with 
social copingskills rather than with intrapsychic mechanisms, but it shared the 
focus on personal qualities. His own research (Garmezy et al. 1984) has been 
important in further elucidating tb nature of these qualities; but it also has led 
to a broadening of the range of protective factors to include a warm, emotionally 
supportive family milieu and the presence of an extended support system, as 
well as personality dispositions (Garmezy 1985). Mrsten and Garmezy (1985) 
pointed to the need f-ir preventive interventions to include steps to promote all 
three types of prevention— through teaching social problem-solving skills, 
reducing family discoid, and bringing support agencies into play. Feldman et 
al. (1987) emphasized a somewhat similar set of strategies but noted the 
difficulties engendered by many families' poor use of resources and the need to 
take account of opportunities outside, as well as inside, the family. They 
suggested the possible gains from children's exposure to well-adjusted in- 
dividuals and from their participation in rewarding activities outside the con- 
fines of the home. 

Sex Of Child 

Many studies have found that boys tend to be more susceptible to ill effects 
following exposure to family discord or disruption (Rutter 1982; Zaslow and 
Hayes 1986); this sex difference is likely to influence children's responses to 
parental mental disoider ' Ithough we lack adequate data on whether boys do 
indeed differ from girls in this respect). Rutter and Quinton (1984) found little 
difference between boys and girls in their overall likelihood of developing 
disoider in association with parental mental disorder. However, boys tended to 
develop disordere earlier following family discord, and girls were somewhat 
more likely to develop disorder in the absence of discord. In childhood, there 
was some suggestion that children of the same sex c j the ill parent were most 
at risk. In that vein, Radke-Yarrow et al. (1988) observed that depressed 
mothers tended to seek comfort from their daughters in a way that seemed to 
drew them into their own depressed state. Similarly, Hinde and Stevenson- 
Hinde (1987) noted that negative mood in mothers was associated with an 
increase in the cuddling of daughters but not of sons. 

It is probable that several different mechanisms are involved in sex differ- 
ences in response to discord (Rutter in presb b). There may be a tendency for 
parents to be more likely to quarrel in front of their sons than their daughters 
(Hetherington et al. 1982). Moreover, boys are mox-e liable to respond to conflict 
with aggression and girls with distress (Cummingsetal. 1985). The boys' mode 
of response may lead to parents' being less tolerant of their difficulties and hence 
more likely to respond negatively with scapegoating or other forms of focused 
criticism. 
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Aggression in boys is more likely to be met with parental punitivenees or 
backing away; and both types of responses are liable to increase the likelihood 
of escalation (Dunn and Kendrick 1982; Maccoby and Jacklin 1983; Pattenon 
1982). When a family breaks up, sons are much more likely thau daughters to 
be placed in some form of institutional care (Packman 1986)— a pla^ment that 
increases their psychiatric risk (Quinton and Rutter 1988; Walker et aL 1981). 

Temperamental Factors 

Children's temperamental features have been shown to be associated with 
differences in their response to a variety of stress situations. Rutter and 
Quinton (1984) showed that children of mentally ill parents with hie^*risk 
temperamental attributes (defined in terms of the constellation of negative 
mood> low regularity, low malleability, and low fastidiousness) were twice as 
likely as temperamentally easy children to develop an emotional or behavioral 
disturbance. More detailed analyses suggested that the children's charac- 
teristics put them at increased risk because they elicited different parental 
behavior. Children with temperamental rbk factors were only slightly more 
likely to come from discordant homes but, within such homes, they were more 
than twice as likely as other children to be the target of parental hostility and 
criticism. Similarly, Lee and Bates (1985) found that toddlers with difficult 
temperaments were more likely to elicit coercive responses from their mothers. 
The implication is that th^^ children's temperamental features in part deter- 
mined the likelihood that they would be drawn into a maladaptive pattern of 
parental interaction, a pattern that in turn predisposed to the development of 
psychiatric disturbance in the child. 

Protective Features 

As with other stress situations, a good relationship with one or more parents 
has been found to be a protective factor (Rutter 197 1, in press a). The presence 
in the iiome of an emotic lally supportive, mentally healthy other parent seems 
generally beneficial for both the children and the ill parent. Little is known 
about whether good relationshipg outside the home can serve a similar protec- 
tive funci ion. Presumably much depends on their closeness and intimacy and 
hence on the extent to which they can be used supportively by the children. 
Schreiber (1985) found that the quality (but not quantity) of peer relationships 
was associated with levels of disorder in 9- to 12-year-old boys in both divorced 
and nondivorced families. Moreover, Pelligrini et al. (1986), in a study of 
23 children of patients with bipolar affective disorder and 23 children of normal 
controls, found that offspring without psychiatric probl'>ms tended to have more 
adequate personal supports than those with psychiatric disorder. Affective 
disorder in the children was much less likely if they had a best friend as 
supporter 

Although good relationships are only one of several possible mitigating 
factors (El-Guebaly and Offord 1980; Rutter 1985, 1987a), othere have been littk 
studied in relation to the effects of mental illness in mothere or fathere. Bleuler 



DISORDERS IN PARENTS 



176 



(1978) discussing his study of the children of schizophrenic patients, com- 
mented t^tlhe stresses coild be health enhancing if they were both manage^ 
Tblf ^d of a WndT^gives rise to rewarding tasks The suggestion is m 
S^ingwltheevidencefromoth 

brwme sort of action to deal with the stress situation (Rutter 1985; 1987a , 
sJch ^fScacy is associated with a sense of self-esteem, a belief in one's ow. 
Sit7 rco^^th life's challenges, and a rev^^^^^^' ^^'^'^^^^^^ 
aooroaches This positive cognitive set seems likely to be fostered by both 
Se steble. alrX^^ P"''^ experiences of success and 

achievement. 

Clearly, protective mechanisms are likely to be important in accounting for 
individua differences in children's responses to parental mental disorders as 
they are with other psychosocial adversities (Rutter 19875. in press a) but 
empirical data on their effects are lacking. 

Clinical Implications 

Three main implications stem from the findings on individual differences in 
children's responses to parental mental disorders. First, it is important to 
appr^rate3such differences exist, and to focus clinically on how children in 
the families of adult patients are actually responding, rather than to assume 
that they are generally at risk. 

Second, resilience or vulnerability resides in patterns P«t»®^t-<^';,»^f.;f'*®^ 
action and transaction, and not just in some inherent constitutional qualities of 
ch dren (although doibtless they play a role). Children put themselves at 
incwSLi or reduced risk by the ways in which they react, ways that in turn 
i^^n^howTarentsrespoLtethei. There isaneedtohelpch 
suoc^ful coping strategic, recognizing that there is a range of good strategies 
and that what works best with one child may not work as well with another. 

Third, there needa to be a concern with the family as a whole, together with 
its kin and peer-group links, and not just with the patient as an individual. 
KufiLrs and Bebbington (1985) noted, the families of psychiatric patients should 

^n as a positive and irreplaceable resource. Their problems are real and 
need to be cmi.idered as a central concern of clinicians; but their posrt^^^^^ 
qualities also can make a significant difference to the course of the patient s 
disorder, as well as to its impact on the children. 



Conclusions 



There is good evidence that psychiatric disorder in parents constitutes a 
significant psychiatric risk factor for children. The mechanisms involved in- 
cLe genetic transmission (usually as a contributory factor to vulnerability, 
rather than as direct inheritance of psychiatric disorders as such); damage to 
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the fetus (especially from high maternal alcohol consumption); and a variety of 

&'„TT'"*"J '"^P^'^^ parenting are paSariy 

nTi^^* ^"^^T^ concerning these mechanisms haT implications fo^ 
preventive policies and practice; but, so far, data are lacking on the extent to 
which preventive interventions are in fact protective. 
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Before beginning an examination of the extent to which chronic iHnees is a 
risSatoHor psychiatric disorder, it is essential that the concept of nsk be 
cSinS Tthe m^t primitive sense any factor that has a causal relation to a 
d^aTmay te viewed as a risk factor for that disease. The key, however « 
ZS^tion of causality; stat^tical associations alone provide no real proofs 
fuch atlaUolhip. Many other criteria must be met, the -ost .mportan^ of 
which is evidence that the cause preceded the outcome of mterest. Further, a 
t HoTshould be made between factors that a«: subject to change M 
Uitervention and those that are not. For example, cholesterol b a detenmn^*; 
^rlSk fa^or, for heart disease because blood lipids can be changed; wher^ 
1 which m;yaUo be associated with heart disease, is not view^^^^^^^^ 
St for obvious reasons. On epidemiologic parlance, sex would be referred to 
Tan 'Xt modifier^O Thet« are, then, important differences between causal 
factors! ^^^^^ when seen from the viewpoint of the clinician seeking 
S^l^celSp^^^^^ In most cases the best ^^^^gy for intervention « to 
wa^ to Sodify the determinant factor. Unfortunately, be<«use th« is not 
often po^ible, an alternative to be considered is the identification of groups at 
?na^"rtek." It is in this sense that the role of chronic illness .s examined 
in this paper. 

This paper was prepared for the Project Prevention initiative of the American 
JS^myofChildandAdolescentPsychiat^ 

iSfh Scientist Award from Health and Welfare Canada. Dr. Nolari acknowL 
O ^ the support of the Royal Children's Hospital Research Foundation. 



192 



PREVENTION OF MENTAL DISORDERS 



^.i^ or e-e ex Ja. totSl^C ^te^^ 

achieved by comLl„»l n, J...r ^™ =an be 

eubeequent psychological p„b7el'!^ "^""''^ mcreasiag 

•taS/aB^^Sl'S; "T"^ *e application of 

vie,L rtok toor^hafil' Z^JI " W"'P'«'« when chro.Uc illaeee ie 

a sector 

n-alad^Ttoeat o*;^X.rdL^r,!" ?p1^^^^ 

arises as a result of the flxn«ri^n«« u • P^f^umea that this excess risk 

biological diso^ler The aSgetn i ZXlT 

better target preventive or thetSte^S.""" ^ 

fn,m Ztoi^ tolreTeetwtaT'^r^" ""ift^d long ago 

the task onSring?ublu« ?f fif "l"" "'T,'"'*' '^''ronio illneL, to 

responsible for the unde.lj^ng linka^ ^ ^" ■"«^l'«nto"» 



ERIC 



CHRONIC CHILDHOOD ILLNESS 



193 



Much of the effort toward the asceiiainment of subgroup risks is driven not 
only by this basic strategy, but further by a paradox that characterizce all work 
in this domain. On the one hand, virtually all the chronic illnesses of childhood 
are, manlike chronic illnesses in adulthood, relatively infrequent. The prevalence 
of such conditions as diabetes, rheunoatoid arthritis, or epilepsy is in the order 
of 1 to 6 per 1,000 in the general population. There are one or two exceptions 
to this statement, the most important being asthma. On the other hand, in 
contrast to the rarity of individual conditions, thechronic disorders of childhood, 
taken as a whole, have a prevalence of nearly 10 percent. Thus, if it were 
established that the specific diagnosis or categoiy of illness is of little relevance 
in the augmentation of risk— in contrast to the common feature of chronicity 
alone— intervention strategies would have to include as much as 10 percent of 
the general population. This is not an attractive situation; accordingly, as has 
been stated, much effort has been devoted to trying to ftirther specify the 
elements of risk most strongly associated with childhood illness. 

This chapter is divided into three main parts. The first reviews studies to 
demonstrate the strength and nature of the association between illness and 
maladijustment broadly defmed. These serve as a basis for establishing the 
concept of risk. The approach in this section is essentially epidemiologic; the 
strength of evidence is evaluated in relation to the nature of the reeearch design 
employed. After considering other attributes of the study, this section includes 
questions of sampling, sample size, the choice of measures, and the manner in 
which they are administered. 

The second section examiLes the literature dealing with interventions that 
have been evaluated in a reasonably objective and scientifically acceptable 
fashion. Also included are a few whose evaluation has been less rigorous but 
that appear to shed some li^t on how the underlying probleux may be beet 
approached. 

The third section attempts to extract insights into the fundamental 
mechanisms responsible for the association. These insights not only help to 
understand why the phenomenon of risk exists, but also provide guidance for 
prevention and treatment. 

A final caveat: The perspective in this review is that of pediatric 
epidemiologists. It is not^ therefore, a clinical document^ and it is certainly not 
written from the perspective of a child and adolescent psychiatrist and the 
qualified mental health practitioner. Our values and criteria for cfificacy un- 
doubtedly differ from those of child psychiatrists and other clinicians. We tend 
to view anecdotal or case reports as most useful in generating hypotheses. Our 
bias \B to assume that such studies can rsurely, if ever, serve as a basis for testing 
hypotheses. Conversely, it is obvious that for many child and adolescent 
psychiatrists and other mental health professionals, epidemiological data may 
often appear crude and simplistic. Such data foil to take account of^ or capture 
adequately, the dynamics of a complex reactive system. It should be noted, 
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however, that one of us has collaborated with a child psychiatrist in an earlier 
critical review of the literature in this area (Pless and Pinkerton 1976), and the 
conclusions reached did not differ greatly from those described in this paper. 

Evidence in Suppok^ of Chronic 
Illness as a Risk Factor 

In a mfiyor review published in 1986, Nolan and Pless presented a critical 
appraisal of the research pertaining to the emotional correlates and consequen- 
ces of birth defects. This section provides an overview of the findings and 
conclusions of that review. 

The review began by making the point that birth defects are, in most respects, 
reasonable analogues for any chronic disabling condition of childhood It argued 
that cleai distinctions betv/een such terms as emotional diaorden, psychosocial 
maladjustment, and behavioral disorders are difTicult and unimportant for a 
basic description of overall risk. More refmed attempts at quantifying risks for 
specific types of maladjustment have not been attempted until recently (Breslau 
1985; Cadman et al. 1987). For the most part, the measures used have opera- 
tionally defined the construct of maladjustment being examined. The term, 
therefore, is intended to include as&essments of behavioral pathology, self- 
concept, or self-esteem, as well as psychological disturbance as observed by 
clinicians. 

Of much greater concern than the diversity of measures is the nature of the 
research design used by investigators to make a case for a causal relationship- 
one in which emotionai problems are viewed as aconpaquence of a presumably 
preexisting physical disability Accordingly, the review was organized with the 
most primitive a^d scientifically least acceptable designs followed by those that, 
progrp<«ively, permit the strongest inferences about causality. 

In the firet category of design, 17 case studies were cited, none of which, by 
definition, include any comparison groups (table 1). They cover a spectrum of 
disordera from diabete« to cleft palate, include studies of as few as 20 children 
to nearly 300 children, and study subjects ranging in age from infancy to 
adulthood. Although, as stated, many different measures were used, including 
one that employed only projective tests, only a few had adequate norms against 
which the findings could be compared. It is therefore perhaps not surprising 
that virtually all these studies reported high proportions of maladjustment. 
Obviously any conclusions about causality based on such findings must be 
viewed with skepticism. 
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The secor.d level of design was described as ''case series with controb/' In 
this gnmp 19 studies were summarized (table 2). In each, a control or com- 
parison Ki'oup was identified, usually consisting of healthy children, often 
^ihli^^t in some, the controls were matched individually with cases; in most, 
the strategy of matching by group was chosen, rendering the two comparable 
by age, sex, or social status. Agafn, the range of disorders was diverse, as were 
the measures employed. Many were parent rating scales, but also included are 
teacher rating scales and a few self*assessment procedures such as the 
Coopersmith Self Esteem Inventory, the Manifest Anxiety Scale, and the 
Pieis/Harris Self-Concept measure (Piers and Harris 1969). The most popular 
age range in this group of studies was from 6 to 12 years. Generally the samples 
involved fewer than 50 subjects and an equivalent number of controls. 

The results of these studies present a more balanced picture. Notwithstand- 
ing issues of statistical power, 12 of the 19 showed statistically significant 
results in support of the hypothesis that those with chronic disorders are at 
greater risk for emotional disturbances. In the remainder, the results either 
were inconclusive or failed to show any significant differences. 

Also included (table 3) is a summary of three community-based, large-scale, 
prevalence surveys (Isle of Wight, Rochester, and (yeneeee County). In these, 
between 1,700 and 3,000 children were studied, and in each about 10 percent 
had achronic physical disorder (CPD). The relative risk of maladjustment from 
these generally sound but nonetheless cross-sectional designs was between L3 
and 7.4. Several were just above 2.0, suggesting that those with chronic 
disorders have, on average, twice the risk of maladjustment when compared 
with healthy controls. More recently, Cadmau et al. (1987) published the results 
of the Ontario Child Health Study, in which 3,294 randomly selected children 
were surveyed. Their findings confirmed the relationship between chronic 
illness, psychiatric disorder, and social adjustment problems, showing ar over- 
all relative risk of 2.2. 

We also examined eight cohort or prospective studies (table 4). Short of an 
impossible randomized controlled trial, these offer the most conclusive evidence 
bearing on the causal direction of the association. All but two were large-scale 
surveys; and, in each, substantial numbers of children were identified with 
disorders prior to the time when their emotional status was assessed Although 
i' . iome studies the cases were identified retrospectively, the time relationships 
were always clear. The results from these studies are highly consistent. They 
report relative risks ranging from 10*9 (in the case of Densen et al.'s (1970) study 
of those with physical illnesses later rejected by the draft for emotional reasons), 
to 1.3 in the National Survey in the United Kingdom using parent reports of 
behavioral symptoms as the measure of disturbance (Pless and Rogfamann 1971). 
Several investigators controlled possible confounding through the use of multi- 
variate statistical analyses, and this lends added credence to their findings. 



Table L Case Series: UncontroUed or Norm-Referenced Tests Only 



1976 Doniii 
1976 Boytettal. 
1976 Ikvotminm ct al, 



1977 Simctadf 
1977 Amit <H«L 
1979 Sullivan 



Spina biflcU 
Cystic fibltMiM 

Cyitic fibrosis 
HMrin^ topaimMDt 



AithjiM 

DiMbfftm 
DiabctM 



1979 Cm«Jl«y«tal. -^-h-" 



1960 Gray at al. 

1961 Bywatar 
1961 HaU«iratal. 

1963 OTou^ftyatal. 



Maliyrtanrku 

DiabetM 
Cyitic fibro«it 
CItft Up/palata 



Trtaapoiition of gmt 
artahac 



Sampla 
■iza 



Ac* 

(yr) 



Outcoma 
aui«(t) 



63 
144 



13.19 
13*30 
5*19 



40 

292 
106 
20 
113 



20 
27 
96 

31 



6^18 
O.Adult 
1216 
13-20 

6*36 



713 
12.16 
IB-Adult 



x9 



Clinical 



Clinical aaaaatmant. Robradia' : 
Drtw^.Parwjn, lliaaiatic aparv.pCiofi 
PitnHank BalfConcapt 
Junior Eyaaack Panooality Knvaotoiy 

UiMouri ChildrtD's Pictura SariM 



Ptychological Scmoinc Invantory 

Clinical aaaaaamaut 

Clinical aaaaaamant and qu«tionnaif« 

Diabatic Adjtutinant Scale 

Clinical aaaaaamant 

Ruttar and Graham Intarviaw 

Clinical aaaaaasaant (oombinad 

•^fuatinant ratinf) 
Rodfwa' Pamit Intarviaw 
Coopatamitii Salf*£ataam Invactory 
Clinical aMaaamant 
Rut arB2B«^vior8calaaWcita^) 
Stn Lturad intarviaw baaad on Khool 

«ad work achiaifttnint, paat and 

praaant 6amily li/a 
Bahavior Rating Scala (Examinur)* 
Achanbacii Sy»,ptom Chackliat 

(Parant)* 



66% Dapraaaion 

60% Savara iaoUtioD 

46% Poor or fair daily coping 

78%IaoUtioci or boatility 

AlMii^>O(na(fi<a0Ubutdnf<um(£ <0.06) 

AUaampla « norm 

Haarittf, kifhar loorai but not sifnificant 
3ampla > oona on mion and activity 
Haannf Uaa oooionninc. ntota aefraMiva 
I>i«bataa mori acpaaaiva. Mtiva 
All ar oipk > norm on aliaoatioo 
Diabatai and haaiiof > norm on aUanatioo, 
dafanaivatMM 

7.6% Sarioua paychiathc diaordaia 

61,7% Emotional mala4juAtnMnt 

7% IUla4juatmant 

6% lUladjuatmant 

36% Mild mala4|u0tmant 

23% Uodarata-aav^ mjUa4)uatmant 



66% Moda rat a aavart maia4juAtmant 
63% liliaary in pravioua yaar 
7% Bahavior problami at tchool 
33% Uarfinal or iuadequata paychoaodal 
AiQctiocLini; 

'^ahavioiml iifBcultiaa wara pix^minaQt in a 
•ub-group of tliata cbikiran.'' 



Saa Qotai tx and of tha tabla. 
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Table L Case Series: Uncontrolled or Norm-Referenced Tests Only (continued) 



Sample Aft 

Ka t m w DUonUr •urn (yr) 



1963 Smith ttal. CytticfibnMu 26 1218 

1963 Harper Duchatu^ mueculiir 44 z 17 

dystrophy 
Orthopedic impaiment 

1964 Cowenetal. CyaticfibroeU 176 IBAdult 

19H4 Tear* VUual unpainnent 23 xll5 

1965 Richmanetal. Cleft lip/palate 36 14>17 



Outcome 

m*Aeuri(e) Findinvi 



Tenneteee Sel/ CoDcept Scale Grou p mean at 90th osntile on (faneral 

mala^juetment teak 
Mmnenota MultipheBu: Penonality 60% Deprteetve 

Inventory 47% Mala4juatment 

46% Mala4juatment 

ComoU Medical Index 19% Moderate^tevere emotional diiturfoanoe 

(malet) 

43% Moderate-eevere emotional diiturbaiioe 
(femalee) 

Achenbath CBCL Total icore » normal range 

Introvenion acore » Sample Norm (j2 < 0.05) 
Behavior Problem Checklist 47% Poor adjustment 

(Quay*Peter«on) 



*Nodau pven. 

Note CBCL ^ Child Behavior CheckUit 



Table 2. Case Series With Controls 



lUlirwot Dimn^ C^mm Co«troli (yr) Control ••l^^r.. Outoomt iai.«iw<.) Flndiiv 



1^4 McAnamey at al, Juv«iiil« chnmic 42 42 $.17 
•tthritii 



1976 Kumar «tal. Sickle cell diteaM 29 29 12-18 



1977 SteinhauMD ot ol. DiabetM 



66 61 &.I8 



1977 Gayiton«t«l. Cyitic fibrotl* 33 31 5-13 



1978 SiJnoiKUand Cltft lip/p«]at« 40 40 6-18 

Heimburgof 

1980 Gathfttal. Diubetw 76 70 6-16 



Group match on aft, mx, SES 



Group match on a«», ethnicity 



Group match on a^, sex, SES 



Oldeat sibling 



Group match on a|pe, eez, SES 

Next child on date Utt of 
•aiueaen 



Coopenmith Salf-EetMm Inventory 
Children's lUnileet Audety Scale 
California Twt of PereooaUty 



General Anxiety Scale for 

Children (Saraaon) 
Pirn-Harris Salf-Conc«pt Scale 

California Tset of Personality 

Child rvn's Penonality 

Qutstiomiair* 
Hambutfw Neurotisismus 

Exttttvarsionaahala fur Kinder 

UndJuyradlkhe 
Pien-Harrii Setf-Cotviept Scale 
Missouri Children's Pictun 

Serisa 
Holtunan Inkblot TWt 
Clinical rstttsinunt 
Behavior ({ueetioonaire (Parent) 
IWchcr QuestionnaiM, Rutter D2 

Behavior Seal* (Teachar) 



Clinical assassmant 



Percent rating 64% Cases vs 
40% controls (NS), eiiv)tional 
health not earellent) 

Teacher rating: 33% Caaea vs 
9% csntrote (NS), low a4Mm«t 

CkxitloU (11 < 0.005) liive anxious 

Controls (fi < 0.001) higher 

self-ooooept 
No diilerence in overall 

adjustment 

No dlfferenod 



No difference 

(Matched analysis not done) 



Nodifftranoe 

20% Cases vs 13% controls, 
behavioral deviancy at school 

(NS) 

28% Caies. eauticnal disturbanoe 
No comparable figure given for 
controls (clinical) 



See notes at the end of the table. 



Table 2. Case Series With Controls (continued) 



lU toto ct DiM>rd«n CaMt Cootrok (yr) Cootrol MWctaon OutconM nMuratt) Findiofi 



1960 FsTMMCtal. 



1961 SUinhMiMO 

•fldSchindlcr 

1961 DroUr«tal. 



1962 Gordon at id. 



Familial 
hyp*rUpo> 
protoinemia 



Htmophilia 
Cystic fibrotla 



Cystic ftbrotit 
OtharrMpiiatory 
illnsa t ai 



Constitutioa^ 
•hort statu rt 



1962 Uwls and fChaw Cystic fibrosis 
Asthzna 



1962 Stainhtu^ and Inflammatory 
Kim bowsldisaasa 



1962 Uvifoaotsl 



DiabsUs 



43 23 U-19 Sibling 



20 20 Not Frsqusn^y match on a^, ssx, 

sUt«i SES 

36 36 5-18 Frsqfusncy match on a^, sax, 

SES 

108 122 3 13 SiblinfiorCFpatiaau, 

unmatchad btahl^y childrsn 



23 23 6-12 Matobad (individual) on IQ 

(WISC-R). SES, a«a, sax 

57 27 7-12 Frtqusocy match on sipi, sax, 
SES 



17 17 7-18 Indiridually matched on a«», 

sax, SES 



41 43 6-16 Individually matchsd on •«•. 



Connor's Partnt Quastionnairs 
Clinical aisssamant 



ManiiMt Affect Ratine Scala 
Mothar-Child Quastionnaira 
Clinical aisaMmant (Uothar) 



Louisvilla Baharior Chacklist 
School Bahavior ChscUiat 
Achanbach CBCL 



Pivn-Harris Salf-Concapt Seals 



Quay-Patarsoo Bahavior 
Problsm ChackUrt 
Pisri-Harrk SslZ-Coooapt Scala 

Gtaham and Rtittar Parent 
Intarviaw 
Rtittar Children's Bahavior (CBQ) 
Clinical awassmant 

Achanbach CBCL 



No diffmooa ovMtil 
(Matchad aaalysk oat dona) 
Mala caaas simificantly moia 

impttlsivWhyptraotiva 
F«iMis cwai ^piiftntly hi|b«' 

on parfbetiooisra 
Caaas signifloantly mora hostik, 



ths and of dis table. 
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68% Caaas ^ 31% controls, 
definite psychiatric problems 
(sUfht to marked) 

EiUBlnyaff 19% Caaas vs 
6%« oopfcroh, wlw^nehTwrt 

TughSTlttnr NodifiaMoa 

Caaee significantly higher 

CBCL Total 

Behavior Problem Scores 



Caaas signifkantly more 

mala4htstad (frequency ot 

behavior problsms) 
No diflereooe in eelfoonoept 
60% Cases vs 18% oontroU, 

Psychiatric diaotdar 
Caaee significantly higher CBQ 

subecortsforemotiooal 

diaotriers 

BCale cases significantly mors 
\j^t^^ nMUmit%^ imd extemiiixing 
syn^itcna 

Group mean 0.8-0.9 SD abov« 
oooftrols 

Females no diflbrenoe 
(Matched analysis not dona) 



Table 2. Case Series With Control continued) 



Diw>rd«rt 



CoatroU 



(yr) 



1983 StoinluuiMo tt al. Cystic fibnMti 



\m Hoara 



1985 Thompfton 



1985 Bratlau 



1985 Co wen et nl. 



Seuure diiorder 



72 



113 



36 



113 



444 



5.14 



Cyatic fibixMLB 



Cystic fibrotlA 
My«lody«pUuiB 
Multiple physical 
dijordent 
Cerebral paiiy 



Cystic fibrosis 



119 Not 
stated 



304 



360 



Not 
sutod 



3-18 



41 



31 



Control selection 



Outcome 



iure(s) 



Frequency meth on a«e. sei. Adapted Graham and Rutter 
sibliDg rank, SES Paiwt Interview 



Individual match by class, 
age, sex 



No matchin{( 

Healthy controls from 
pediatrician's office, 
psychiatric controls from 
community guidance clinic 

Random sanople ttom Cleveland 
area 



HeaJthy day care children 
(Lto matching) 



Rutter Children's Behavior 

(Teacher) 
Rutter Children's Behavior 

(Parent) 



Missouri Children's Behavior 
Checklist 



Psyriiiatric Screening Inventory 
(Mother) 



Fiodi&vi 



Pr*«<. hcH)l B«havior Questionnaire 
(modiiied Rutter CBQ) 



ERIC 2 OB 



No direct oomparieon between 

cases and oootroU 
MuhipU refressioo used to 

examine predidore of outcome 

meaeurae for CF, aathma, and 

ootttiol croupe aeparately 
Chronic enUenev; 4«% Cases w 

? oontiok, dittuHMd* 
Newendefisv! 45% Cases vs 

10% oontioU. diatburbed* 
9hr"!^r^ir'*T*1T' 17% cases %s 

3%coQtroU, diituriMd* 
Wt** imimn' 17% Cases vs 7% 

controls, disturbed (NS) 
(Matched analysis not dono) 
Mean subecale seores not 

different from controls, and 

less than psychiatric group 



27% Cases rt 1 1% oontroU. 

severe psychiatric impairment 
Between disease groups, no 

differances on parent oonAict. 

reipessive anxiety subecsOes; 

overall higher than controU 
(Analysis of oovariance 

omtraUing itkxMXM and maternal 

education) 

No significant differenoe 
overaU. but CF significantly 
hii^ron hostile-aggressive 
subscale 



= Child Behavior Checklist. 



i 

o 



Co 

i 



Tables. Prevalence Surveys 



Survty tit* 



SampUni: proc«durt 



(yr) 



Scmple 



OutoooM nieMurvit) 



1971 P1«M and Rofphxnmim 



1971 Plwt and Ro^hmaiin 



1981 '>V«ik«r«t«l. 



of Wifht, 
Uiitt«i Kii^pdocn 



Monro* County, 
RochMter, N.Y. 



G«n«M« County, 
Michigan 



Entin population lurvfyed 9-11 3.271 



Syitvwtk Mmpk d houM- 6- 16 1 ,756 

holdi random tampl* of 

childm from tbiM houMholds 
Cow«a TMclis't Bihvfksr Scale 
Kaanlay Behavior Symptom 

Qutetionnaira 

CluitareampWorchiklranfttKn 047 3,072 
random lamplo of households 



Psychiatric aiiaesment (Ruttar and 
Graham after aaeeninc by standard- 
ized parent and teacher questionnaires) 

California Tsst of Personality 
Coopersmith Self-Est«em Inventory 
ChiMten's Manifest Anxiety Scale 



Parent queitions aboi't behavior 
Four questions to parnnt from Rochester 
survey, about behavior, social, 
learning, and school ptobUms 



17%withCPD, 7% in 
othen (RR Z4) 



23%'dO% withCPD, 13%-16% 
in othen (RR 2.3) 



3.5%.20.6%« with CPD. 2.8% in 
whok sampk behavior {voblsm 
(RR 1.3.7.4)16^.3%* with 
CPD, 1.8% in whole sample, 
sodiU problem (RR 2. 1 • 19.6) 



Note. CPD ■ chronic physical disordsr, RR • relative risk. 
*Ratee vary with degi*e of functional impairment, type of CPD. 
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Table 4. Cohort Studies 



Cohort 



Cohort Dttorder (yr) 



DaUSourc* 



1970 D«iVMn«tal. 



1971 Pl«Muid 
RogfanuLim 



Phytkal probleui 



Chronic physical 



1978 P»ckhAm and 
Butler 



Asthma 



1981 Ahnijo 



Diabete* 



R«tnMp«ctiv« itnuiiled 
■ajnpU of duUm ftom 
N«w Yorii City public 
•UnMntuy tchooU 

NbUodaI Survey (1946; 
utjnpleof Unitfld Kin^oro 
(UKJ birth cohort 



NaUcnAl Child Dwidopnicnt 

Htudy (l9fiH) tampleof 
birth cohort 



li: k>nt cMet of diabete^: 

<m . outit^U 
IndiwduaJ nuitrhin^ of 30 

controLi on mx, 

parent occupiUion, ikmiiy 

chanctcriitict 
Time 1 meMumnent within 

6 mo of diagnoeiii time 2, 

3 yean latar 



861 0-18 School lecoidfl 



13.509 1,644 7 & U ParenU, taocheri 



fi4 
catea 



iKJoxitrofc* 4-17 PsyciiiatruU 



Outcome maaiure(t) 



4,649 537 0-15 RapMited interview! 

and examinations 
(parenta, taach^, 
children) 



Draft t«i«ctioci on 
'^mental" groundji 

l^havioral lyraptom 
quettionnainM 



Rutter Home 

Behavior Scale 

(Parent) 
Bnatol Social 

A4jujtment Guide 

(Tearhcr) 



Clinical a4M«Mment 
Ror»chach Teet 



Finding 



nittt Phyekal 

dieordet*. 7.6%, no 

problem!. 0.7% (RR 10.9) 
(Univahate analyeie only) 
PtrPtPt report of bahavicira| 

ivmptoma : Phyeical 
dieordera 25%, oUm 17% 

(RR 1.6) 
Teacher rat #d nervouj/ 

•atreeeivg ; CPD 39%. 

otherB31%(RR 1.3) 

Child report (nmimtirt 

CPD 14%. other* 11% 

(RR 13) 
(Univariate analyati only) 
Significantly hi^ereoore! 

on parent ecale in 

children <vith aAthma 
DoeerotponM effect 
No difTerenoe on Brietol 

ailer controlling for eex, 

•ociaJ cUm 
(Multivariate analyHLi 

controlling for eex* 

•ociaJ deea) 
No difTerence detected at 

time 1 or time 2 
Diabetee thowed increaee in 

aggrsMion from 20^ to 

30%, uontroU decraaee 

from 16% to 7% (E < 0.05) 
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•t the end of the table. 



Table 4. Cohort Studieo (continued) 



S«mpktiM Af* 

lUtevoM DiMotdm Cohort Cohort Dkotil«r (yr) DaUSouna Outcom* ia«Mur»U) Finding 



1964 Orr«tal. 



1984 Brituo ot al. 



1985 Kovuca et al. 



1985 HoUer et al. 



Chronu: pb>«kal 
diftordera 



Epilepty 



DiabetM 



Cleft lip/p«l«t« 
Heart diMBM 
Hoaiing defects 



Vtom\%nadooxmxBfhci 144 

MoQioe County houMholds 

in 1968 
Two aoMftttremenu 

at B-yaar interval 
NatioDalSurv«y(l»4e) 5.362 

•ample of UK birth 

cohort 



Nf»wly dia^pioeed 74 
Retroepactive a»cartalnmeot 

of outootne before 

dia^tiMMia 



46 



ia-22 



8.13 



Ixtfervwwwa, eubjects Stnictuiwl 
Intarviaw 



Subjecta racruited from 

clinic litta 
Two iiMae»ieiiiiM>>i at i*ywr 

interval 



14U 



4-13 



Hotpital recotxlt 
and tubjecta 



Intarviaw Schedule 
for Children 



Structuied intttview 
(parent, child) 



California 
Psycholojpcal 
Invaatory 

Hoepitai adnuaaion 
or othar ttaatment 
for peychiatrir, 
ank>tk>DAl problatni 
age 15to26yeBn 

Psychiatric diaorder 
or at laaat four 
notable aymptoma 
or aigna of 
diatr«aa 



Acbenbach Child 
Behavior Cheekllat 

Children's Self- 
Raport Paychiathc 
Rating Scale 



CPI Scow avarace ia 27% 
caaea. 15% former caaei 



18% Caaei v« 6.8% non-caaea 
had outcome (RR 2.7) 
(Univariate analyaia) 



Parent report : Prevalence 

of prediabetic 

paychoaodal difficulty, 

18% Study criteria: 14% 

paychiatric diaorder 
Tima 1 prevalenot: at 2-3 

wk 36%; at 9 mo 93% 

recovered 

Prevalenoi ala^juatment 
33%atti 1.24% at 
time 2 

(Univariate analjtia) 



Note. CPD - chronic pbyaical diaorder, RK * relative riak. 
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The conclusion based on this extensive review of research published over the 
past 20 years is that the postulated causal relationship does exist. Althou^ we 
concluded that the risk of this outcome was not "exceedingly large, it is of 
sufficient magnitude to be of concern to clinicians. In broad terms, it may safoly 
be assuined that at least twice as many children with these disordere have a high 
probability of experiencing what must be regarded as a secondaiy handicap of 
potentially great importance in his or her development" (Nolan and Plees 1986). 



Although until recently evidence supporting the causal link between chronic 
disorder in childhood and psychiatric illness has been somewhat equivocal, the 
clinical suspicion that such an association exists has been present for a long 
time. Indeed, as is often the case, exhortations for greater responsiveness and 
sensitivity to the psychological needs of these children had been issued by 
experienced clinicians well in advance of any supportive scientific evidence. 
And, while better evidence was accumulating— generally since the late 1960s— 
case reports and accounts of studies of doubtful scientific merit continued to 
appear. 

The intuitive case for intervention is a case for therapeutic treatment and not 
for prevention. The distinction between these two forms of intervention is 
important. Though results of either would undoubtedly shed light on the 
underlying conceptual model or mechanisms whereby illness increases risk for 
maladjustment, the answers provided are likely to be very different, as are the 
clinical implications. 

In a broad sense much of the existing research demonstrating associations 
between illness and psychiatric problems implicitly draws on a preventive 
model. As stated, the argument goes that if it can be shown that chronic illness 
is a risk factor, and perhaps that some illnesses or some attributes in combina- 
tion with certain illnesses pose still greater risks, these children could be 
targeted for some form of intervention. Precisely what tfiat intervention would 
be is difficult to say, because at the present time the evidence is incomplete. At 
best, with a few possible exceptions, the commonly held view supports the notion 
that any and all chronic ill lessee increase risk to some extent. Furthermore, 
as has been stated, the actual extent of this risk, in relative terms (RR, relative 
risk), is rarely more than double that in the general population (Po, prevalence). 
The "population attributable risk proportion," that is, the proportion of 
psychiatric illness affecting children or adolescents that would be removed if all 
chronic physical disordere were to vanish, is, in fact, only about 9 percent. 
(Assuming the prevalence of CPD (Po) is 10 percent and the RR of psychiatric 
disorder is 2.0. Calculated from the formula: APt=[(RR-l)/(RR + (l/Po)-ll]. See 
Rothman, 1986, pp. 38-39.) 
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This percentage, from a public policy point of view, is relatively small. 
However, another way to appreciate the extent of the problem is through a 
parameter known as the etiologic fraction. This is the proportion of psychiatric 
disorder among children with CPD that is attributable to CPD itself. Under the 
same assumptions as above, this would be 50 percent. 

It is not without foundation, then, that strong arguments have been put 
forward to support various nonspecific, or global, preventive interventions, 
despite the caveats articulated by Rutter (1982, 1987). The evidence in favor of 
their effectiveness, however, is extremely tentative. The most tenable model is 
one built on the assumption that the manner in which illness acts to the 
detriment of mental health is to increase stress, both for the child and family. 
Because, as we have stated, the root cause of th d stress cannot be modified in 
any direct or significant fashion, the most popular approach h 9 been to try to 
enhance coping, primarily through counseling parents and fostering social 
support networks. 

This somewhat generic tactic has been well described in a conceptual model 
put forward by Cassel (Kaplan and Cassel 1975): 

In the most general terms, the theory that has guided these studies (those 
reported in the monograph referenced), has been that susceptibility to a 
wide variety of diseases and disorders (including somatic as well as 
emotional and behavioral disorders) is influenced by a combination of 
exposure to psychosocial stressful situations and the protection afforded 
against these situations by adequate social supports (p. 2). 

Most attempts to implement these ideas and other related strategies have 
come in either of two forms. The first is the development of what mi^t be 
viewed as an "artificial network^^ usually consisting of parent groups or (e.g., for 
adolescents), patient groups, to provide mutual support and assistance. None 
of these, so far as we are aware, have been properly evaluated. It is likely that 
even if one or more were found to be efficacious, the extent to which the findings 
could be generalized would be severely limited because of self-selection. It must 
be assumed that those most likely to benefit from this type of process would 
choose it, whereas others, perhaps in equal or greater need, would not. 

The other alternative in this model is to provide an individual, professional 
or nonprofessional, whose main task is to offer nonspecific support, usually to 
the parents, but ocx^asionally to the child. It is believed that through this type 
of support a general reduction in stress will follow and some degree of protection 
is offered. There is a small amount of evidence that this may actually be the 
case. Some such evidence is found in the study by Pless and Satterwhite (1975), 
in which nonprofessional counselors were used, and in the extensive work in 
which a pediatric ambulatory care team provided more comprehensive, home- 
based care for children with chronic illnesses than is customary (Stein and 
Jeesop 1984a). A comprehensive summarj' of the results of various such 
ijj^-^Tventions is shown in table 5, 



Tables. Intervention Studies 



pvoowhirt 



1973 



McCrawaad 



7.16 



331VMtiiMQt 

26 Control 



1975 Pl«MaiMl 

Smttorwhito 



Wkl«raa«9 

of dirooic 



1964 St«in«ndJiMop Wktoraaf* 
oiehrotik 

diiordtri 



danftka of 
cboAM from vmricty 



6-15 661Wtm»nt Random «/Ur 

42 Control ttntUkAtko oo 
Family Functloo 
lodtx 

0-11 I067VMtm*nt Raadomaftw 
104 Control stniiiUd on 

Jttdfid Ability to 
Copt, and Ovtrall 
Burdtn Indaz 



CoopmmHh 8«lf-EMMa Inwtoty 
Children'! MaailMt Attzitt)* Scak 



California TWt of P«r»<xiaUty 
Coopwtmith eW*E«tmn Invwitoiry 
Chillran't ICtnii^t A&3d«ty Seal* 



Ptnonal A4jiutiiMnt and RoW 

SkilUSeaU(PARflm 
Functional Status Vmucum 



ImttrrtBtiMi 



RMUit 



3*wk oamp; no tpueHk 
datcriptkm ofacUvitlM 



OouawOor Propane 
l-yr tnfaKl oonrnAMkaal 
nuitur* wooMB Miad ai 

fiunilyoounMOon 

Pidiatik Hoov Ctta PtTvam 
IWm cara by padiMridan, 
nuTM practitkcMr, with 
ftooMi to Mdal wortcar, 
piyehiatrkt*. tie 
Protatt, and posttwt 

• at6andl2ntt 



for ImmOiI cunpata ott^, 
iaprmoM^ in tcorH 
for all mih^ rtfwd- 
1m ortnataMttt/oontrol 
•tattti 

60% IWtBMBt tulQMli 

41% controk, improvad 
piycbolofk: tutui 

(fi < 0.06) 

8i9UficanUyb«tt«> 
inV'VvvBMot in a4iuat- 
mnit at 6 no in tiaiiiiMit 
group (s • 0.04), with 
traod in laaM dirKtion 
«t lyr(fi-0.06) 
(a - 37.33) 
No difliranca in 
foaetiooal statu* 
maaaonat 
titlMtftima 
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The difficulty with the main therapeutic intervention studiee that have l«en 
Jo^iB that they have bec^ developed using m(>dels m '^I^^J^^^ "f^^^^ 
SterwM as described, some form of stress or other manifeetetions focused 
SSLrin^l^Sd^e latter, for example, might include negative changes 
fn SSSHpt. However, particularly in the preventive model, mtenren- 
Ho^I hl^ been designed insuch a way that the principal focus is indeed the 

study (Plees and Satterwhite 1975 and in the Montreal Social Worker study 

T9BU in which these figures were P^-J^^^^^^ 
devoted primarily to the child were only 12 percent and 7 percent, ^Pec'*;'®'^; 
tCTvSv few of the interventions have been directed exclusively at the 
uiYL? And whew they appear to have been successful, it is not known 
wh^lTr th^ su^^^^ the child's selfK:onc«pt, or by reducing 

Tte^Tn pS^nt or child, or both. In the Montreal study, there were no 
dS^le^h^nges in an; of the subdomains of peiceived competence of the 
child. 

The overriding reality, however, is that few intonjention prog«"«».»»ave been 
proiirly deeigned andWately evaluated. Perhaps paradoxicaUy the 
SwS of those that have represent attempts to provide rather global and 
Pr^rtive forms of intervention. The extent to which a more direct 
Se^uTrpproach would be successful is not clear. It would be reasonabte 
to ^?me that the results of "conventional psychotherap/ ^^^^ not be ve^ 
different for children with chronic illnesses who have e™°?>°n«» P^^/.«°« {[^^ 
results that have been found for children who P£f ^^^^^ 
interesting to speculate, however, whether it would be more difficult to offer 
Lff^^e ^jSiotTerapy for children with chronic illnesses, or leBS difficult. 

On theonehand, therapy for these children might genemllyb^^ 
ful because there is a specific issue that can be readily identified-adaptation 
t^^ire^ On the^her hand, at a purely anecdotal level, the persona 
experi^^^one of the authors suggests that child peychiatriste are reluctant 
toKrinvoW^ with these children-perhaps because they feel insecure m 
Ihe faTof the mSical problems that coexist. Other observations support this 
W The dJl^th of chifd psychiatrists who have done -^-^ - f^^^^^ 
the few who serve as principal investigators on research ^^^f^^^f^^^^ 
issue, especially in relation to prevention of psychiatric disorder (Rutter 1982), 
n^^. the composition of scientific meetings of professional associations 
of chiW^hiatrists'^e point is worth makingbecause if it wero more wjdely 
acknowSged that child psychiatry, in fact, is underrepresented this high- 
Tuk arent'Seps could rSily be taken to remedy the situation. Ai«rtJrom 
speculatioi, there is no direct controlled evidence of proper methods to assess 
theefficacy of psychiatric therapy under these circumstances. 

One possible exception to this is the extensive uody of literature "wing from 
the workof Minuchin (1970), who has adopted a family tJer^Py 
treatment of many children with chronic illnesses. It is difficult, however, to 
e^luate these reports. They comprise mostly case histories; furthermore, there 
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evidence indicates that manvTf^v. '""^?^J''?T"'- f^^'hennore, some 

chiidhood'„"t:^jjreLTc:u'iti;^ 

in adulthood after a lag period (Sew Sl™^H S 

rapid development of new th«~.!f!« . u ■ ' ° "* ^'^'^ later. With the 
tion, whilC^o^ra^ '«*"T"' " "«Mplanta. 

tadiotherapyZt™7da^rttV™rr* ""P"™" ""-S" <" 

lions may Zll incS^,°„^f I^'^T T^""' ""di- 
may have an nd"^fr«t ^^l,.^'""]''J!r'' °' '""'""logie. 
and Wcho.ogical'Slts^iarllh """^ 

pa?rc^ndi°ioni\'L'n::::^'; s,::?^^^^ other disc^te elements such a. 
risk. Hence recommendationB inf!i * ^'^'^ increased 

care provided for thi" chUdre^uslm^^^^^^ recommended U that the medical 
eojhe prohahility .haVreroCaSX^^^^ 
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prompt referral must be considered. The problem for child psychiatrists is to 
decide whether such referrals would be considered "appropriate," and, if so, 
what priority would be assigned to them in situations in which peychiatnc 
resources are limited. 

It must also be noted that other therapwto, especially psychologists, have 
achieved what appear to be impressive results. Focused brief intervention 
techniques, includingeducationalstrategies, behavior modification, andrelaxa- 
tion therapy, have been employed. However, many of the results include 
relatively few subjects and/or lack proper controls. These cannot be viewed as 
examples of primaiy prevention; but to the extent that they succeed, however, 
they undoubtedly contribute to secondary prevention. Hence they deserve 
further consideration, particuuirly with a view to determining how effective (as 
opposed to efficacious) they may be, and to what extent they represent generally 
applicable forms of intervention. 

Risk Indicators for Psychosocial Dysfunction 

Understanding the distribution and determinants of any disorder and, par- 
ucularly, planning therapeutic and preventive interventions require knowledge 
of the prevalence and potency of causative agento and of the factors (effect 
modifiere) that change the relationsh'n between the host and these agents 
(Cassel 1976). Rutter articulated sever*., key problems that must bo considered 
when attempting to prevent psychosocial disorder (Rutter 1982). 

Firet, planners must ensure that an efficacious intervention reaches its target 
population. Second, they must understand that short-term improvements may 
not necessarily lead to enduring or long-term benefits. Third, they must 
recognize the need to stait interver.tions early in childhood, even though critical 
periods of development probably do not exist. This is because patterns of failure, 
once established, tend to persist. Fourth, plannere must explore the cost-benefit 
aspect, which should take account of any disadvantages, or side effects, of an 
intervention. Most fundamentally, however, Rutter pomted out that the firet 
and crucial step \b bridging the gap between the identification of a damaging 
factor and knowing how to eliminate or reduce its effect. 

The following section reviews the evidence for indicators of risk for psychoso- 
cial dysfunction in chronic illness. Broadly speaking, candidates can be concep- 
tualized as personal or environmental (table 6). Personal factors include 
demographic and biologic characteristics, together with individual suscep- 
tibility. Environmental factors can be thought of as being in the social or 
medical environment. 
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Table 6. Candidate Risk Indicators for Psychosocial 
Dysfunction in Childhood Chronic Illness 



Factor 

1. Demographic Factors 

2. Biologic Factors 

3. Individual Susceptibility 

4. Social Environmental Factors 

6. Medical Environmental Factore 



Indicator 

Age, sex, socioeconomic status 

Type of disorder, brain involvement, 
severity, visibility, predictability, age at 
onset, duration of illnees 

Locus of control, personality 

Family functioning, parents' 
psychologic state 

Continuity of care, access to care 



Demographic Factors 

Ol^t^/p^f '° population incieases with age 

gutter et al. 1970), and the same is true for children with CPD (Pless et al 

Shl^"y?^*^"f 19^2), butbpecific interactions 
mth chrome illnesses have been recoixied only in a few situa^ns, notably girk 
w^th heanng impairment and boj-s with congenital heart disease (Heller eTal 

wih^**I.''!f? important role. Data from the 1970 British 

^984) 0«,^« i'"'"^'? '"^P^""' housingciwumstances (Cooke aVd iTv^on 
1984). Others have shown that there is a prominent association between 

SZTow , ^'^h few possible exceptions, the illnesses them- 

Biologic Factors 

The notion that risk of psychosocial disorder is linked tn epecific disease 

(c"ST:r;^8ToT^,jr^ 

K and PinLln 1^7^ t''^^^^.''?^^'" teller et al. 1985; 

suggestions that children with sensory impairments are at more risk than 

FRir 
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There is abundant evidence, ^^weve. t^^^^^^^ 
^ertTietatdation) in J^^J -j-^^^^^^^ 1970; Steinhausen and 

(Breelau 1986; Bieslau and Marshal 1985. prevalence 
Wefe» 1976). Rutter a^'d^^^'^.^^^^^^^^ between a CPD tha^ 

turrtV was apparently ^^e first tofocuD on a a substantial excess 

tovoWes the brain and one group was inter- 

in the prevalence of emotional PJoWena in m .^^ l^o,e recently, 

pteted « a P««*le direct, or 'or^i^^^^^^^ ^,.fida. cerebral palsy. 

Breslau (1986) studied a <^^ort of children j^^^ 

multiple handicaps, and cystic fibrosis^ y si^^ brain-affected children were 
Ziy of Ungner. she found that ^^^'^'^^^J^^^^ revealed that the 
J^erely disturbed. F«^*^ermorB>e' ^^^^^^^^^ 

high iG^latioa scores i^^.^^.^if^ ijS^ this distressingly high risk for 
daUon (using a crude ordinal f^^^) ..^;^^^^^ earmarks them for priority 
maladjustment in br«in.aff^t«^^^^^^ 

fromtargetedservices. p'^hermore. there remains the distinct 

dysfuncfionremainefarfromresolve^^^ 

pJLlbilltythatsomeoftheappamtexce^^^^^ ,he genera 

SSiodological factors. For fJ^Pj^J^e^^^^^^ 

poputationtocsaessemotionald^^^^^^^^ to affirm 

^nts or teachers of those r*]^^??!'^^^^^ in such cases is not what 
S^itethefact that the meaningom^^^^^ ^,„ldbe 

was intended, and may ^.^^^^^^^y'^one with another CPD. 
infened in the case of a child who is healthy 

Notwithstanding this excess risk o^^^^^^^^ ^^^^^ 1 3tudy and 

and others advocated the ^^^^'^^^'^LicLess, emphasizing the 
^agement of Fvchosocial conseqt^n^ of ch^^^^^^^^ p.^ 

^^nality ofthech^mciU^^^^ bean sustein^ 

Ke^toroff^^^^^^ 

Terelationship^ais^-^^^^^^^^^ 

der is also not resolved (Pleas ^^f,*). B^enU P ^^^^ ,f standardized 
about this association. Muj^^^^ *^Xm^t orrUcularly one that is valid and 
»averity index or health status ins^ment particui y al. 1986; 

Sable across disease ®^\Vrl^'^^^^ Satterwhite 1975). a 

Williams 1979). In J « reoorte 0^^^ 

rursttr^^^^^^^^ 

1970) Pless and Satterwhite (1976) stated: 
the severity of the disability and thB trequ^^^ 

oftheothe^fteretatoBh^ W^^^^^^ ^„p3, and less in 

:R?r 2!.!) 
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Patienta with a»thm«rC X° cSSir%"''7''' 

McNichoI et al. dm) ^u^ J^^i^'^^'"^'^'^ Similarly, 
,3^f«^*ft''behavioraIdiSX:^°^tu^'"^^ S*^ ^ 

~.eve,o„,yi„the™»,,^p«XrC';tr^t^^^^ 
I»J«hiatricdi«,rdera„dZlg^S?„^^^^ 

to addrm the iwue of the temS,™! if? ''"'>?««''>. tktocohortatudyfeu^ 

Wherc<*ort,tudyXSr^^^^ *° 
^Wn-W heart disease, cleft lip and S ^frfT "^ "=''«<'«'> wiU. 
«««|ons, 1 jrear apart. Thev ton^a,^^l .1? 'l*™"^ impairment on two 
■wverity (on a simple S-noint L^.i 7!''''"'''°''l»''«»°f«i>>e,diseZ 
peraistence and oiiet of^aLdSe^'** ™' to 
Checklist (CBCL) (AohenSlSS SLlJ ^ Child BehaJiS: 

oia{^s,'rw<:t^r;l:I:dtt:5it'''^""^^ 

h«piWi»d, bed daM 

"•?!™»t"n*eirow,;mea.Zo«uJ^„'»,*,''r'' ""<' '""rt o"^ 

*. Cadmanetal. (1987) »p„rted fsWI^'-I^t^othSr" 

In the Montreal social work sturf v f i,« 
status measure (P^H) tJsSr^nH r^^^ 

«« rated this scale andlH^a" ^dlj? T^^'y-^di^^ 
was a^ overall relatfo^p mSl^" 

Children who had no disability had onlv « iq " 1"ad«.tic term 

whereas children with severe /taiui?, t^'*";^' ™k of mala<(i«stmS 
a SO-percent risk. When this relatinLi.^ * »■> tie RSII) had 

relar? »5 fu^TorXTb^ir'"'' '«"'«^>- » 

wteionship was almost completely Ziat^ ^fu"'"^^ 1). The 

on boj, alone In fact, boys «Sh arh^ "** effert of severitv 

4.8 times more Hkely tt^I^^'°!'^"'\^'°«"«danylevel^ 

whereasforg,rlstherelativeriskwas"SrU(o"8 u- ^ 'g'^/*' " < OO". 
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Behavior Disorder and Disability 

70 _ , , 




None Mild Moderate Severe 

Disability 



Figure L Relatloiuhlp between behavior disorder, gender, and disability. 

One possible clue to understanding the apparently conflicting evidence in 
relation to disease severity comes from a consideration of the disorder's 
'Visibility." In a prevalence survey of 2,454 randomly selected adult applicants 
for disability benefits, Zahn (1973) found that pnysical characteristics that 
clearly indicated the presence of sickness or disability were associated with 
better interpersonal relations (i.e., self-assessment of family, pe^r, and other 
relationships). Furthermore, in a study of young adult survivors of end-stage 
renal disease. Beck et al. (1986) showed that visibility (Cushingoid appearance, 
obesity, scars, orthopedic aids, short stature) was inversely correlated with 
identity stability (on a self-image scale) and social maturity (on the Vineland 
Social Maturity Scale). 

Finally, Jessop and Stein (1985) analyzed results from the 209 children who 
were participants in their randomized trial of home care (Stein and Jessop 
1984a,c) and found that on a variety of measures of psychosocial function, it was 
children with "normal" appearance who had the worst outcomes. The mothers 
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of these children were also lees satisfied with care and had more psjfchiatric 
symptoms, whereas the child's condition reportedly had greater impact on the 
family compared with those who appeared "abnormal." 

Pless (1984) has argued that the degree of visibility of a disease— and the 
likelihood that this forces the child to accept himself as a "disabled person'— 
may be the force behind this process. The ambiguity produced by a "marginal" 
state, or personal indecision about incappvity, was first elaborated by Wri^t 
(i960). A related phenomenon is the impact that the unpredictability of a 
disease process might have on psychosocial function. In the analysis of the home 
care intervention cited previously (Jessop and Stein 1985), it was found that 
mothers of children with conditions where it was necessary to watch for, or 
expect change, perceived a more negative impact of the illness on the family and 
had more psychiatric symptoms themselves. 

Unfortunately, appropriate empirical investigations are lacking concerning 
the role that age at onset of disease plays in modifying the effect of psychosocial 
disorder. The same applies to duration of illness, particularly after controlling 
for the effects of actual age and age at onset. One exception is the results from 
the social worker intervention study (Nolan et al. 1987). These show that age 
of onset and illness duration, after controlling for age, are not predictive of 
behavior disorder as measured by the CBCL. 

Individual Susceptibility 

The chai .ierization of personality or temperament characteristics that may 
modify the risk of emotional pxoblems in the face of illness-imposed stress is 
rendered difficult for several reasons. The most complex is the problem of 
havinga pool of subjects on whom the pertinent measures were made before the 
onset of the physical disorder. In addition, the suitability of meet measures 
currently available deserves careful consideration. Studies such as that of 
Perrin and Shapiro (1985) identify differences between healthy and diseased 
populations on such characteristics as health locus of control. They interpret 
their observations— that beliefs in the control of their health by chance and by 
powerful othere is significantly stronger in children with chronic illnesses and 
their parents than among healthy children and their parents— as representing 
the effects of the chronic disorder or its management. Any conclusion about the 
direction of th is putative cau8eK)ffect relationship seems premature, for reasons 
already stated. Evidence from large-scale prospective studies is needed before 
an unbiased assessment of the role of individual predisposition can be made. 

Another problem relates to clearly defining and accurately measuring the 
pertinent predictore of behavior. In a recent investigation that focused on social 
and personal competence in children and adolescents with orthopedic and 
seizure disorders, Perrin and her coworkers (1987) regressed health resources 
mventory (HRI) scores on scores from an adapted middle-childhood tempera- 
ment questionnaire and other predictore. They found that up to 42 percent of 
the explained variance was attributable to temperament scores, especially with 
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teacher reports on the HRI. However, the total R squares for their models were 
in the range of .44 to .76. This raises serious questions about whether the same 
construct was being mesF^ured in both thedependent and independent variablep. 

Social Environmental Factors 

The social environment, or •^psychological situation'' (Barker et al. 1978), is a 
concept that emerged from the work of social psychologists Kurt Lewin and Egon 
Brunswick (Moos 1979). It specifies the influences that parents, teachers, and 
other children have on a child's behavior. Accepting the iraportaaoe of the family 
microenvironment has led to many attempts to measure family functioning, and 
this has resulted in the development of several self-report instruments. These 
have been used, almost without exception, in cross-sectional designs (Friedrich 
1979; Kovacs et al. 1985; Lewis and Khaw 1982; McNichol et al. 1973; Pless et 
al. 1972; Pless and Satterwhite 1973; Sabbeth 1984; Steinhausen et al. 1983). 
Although there is no entirely satisfactory measure of family function (Walker 
and Crocker 1987), there does seem to be abundant evidence that family 
dysfunction is associated with emotional problems in these children. But again, 
the direction of the relationship remains uncertain. 

Even studies with prospective data that antedate the onset of CPD have not 
provided all the necessaiy temporal evidence to dissect the risk that family 
dysfunction confers for emotioned problems. This applies, too, to the association 
of maternal psychological distress with the presence of childhood CPD. This is 
another well-documented association based mainly on cross-sectional studies 
(Bieslau et al. 1982; Burden 1980; Friedrich 1979; Gayton et al. 1977; Tew and 
Laurence 1973). British cohort data show, however, that families with disabled 
children generally fail to receive as much support from relatives, friends, and 
neighbors (Cooke and Lawton 1984). Rutter (1987) and Quinton and Rutter 
(1984) made much the same points with respect to the adverse effects of certain 
elements in the family environment such as parental symptoms, family discord, 
fnmily breakup, and impaired parenting (e.g., due to the presence of 
schizophrenia or depression). Although the evidence in each case appeara 
persuasive, the levels of risk are not always quantified, and it is not known how 
the effects are modified, if at all, in the presence of a chronic illness in the child. 

Medical Environmental Factors 

In chronic illness, the medical environment is conceived of as a subset of the 
wider social environment. The impact that components of the health care 
system have on child psychosocial function has been explored mainly for acute 
illness, especially in relation to preparedness for surgery (Skipper and Leonard 
1968). The importance of patient and parent education with respect to psychoso- 
cial function in chronic illness has been emphasized (Van Vechten et al. 1977), 
but this has not yet been subjected to thorough empirical investigation (Nolan 
et al. 1986). Ekiucation and other techniques to reduce uncertainty in chronic 
illness, or to facilitate adaptation to it, are obvious and important candidates 
for future research. Satisfaction with care ^as been studied in chronic illness, 
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and it appears that seeing the same doctor is associated with improved satis- 
faction with specialty care (Breslau 1982; Breslau and Mortimer 1981). 

Although little solid evidence as yet exists, it has been suggested (Pless et al. 
1978) that when patterns of medical care prevail in which responsibilities for 
the care of these children are divided among specialists and primary care 
physicians, certain aspects of care will be duplicated while others may be 
neglected. In the latter, more potentially serious, situation, each party believes 
the other is "carrying the ball" when, in fact, neither is. To the extent that 
certain elements of care, such as counseling, are truly effective in modifying the 
impact of the illness on the child or family, this could well prove to be an 
important determinant of risk. 

Even more optimally organized care may result in sending mixed messages 
of psychologic significance to the child. In the usual case, children with chronic 
conditions are followed by hospital-based specialty clinics. The pattern in these 
is to request regular foUowup visits regardless of the medical needs of the child. 
Whether these are prompted by simple curiosity, by research needs, or by 
financial incentives is unimportant. What is important, at least in theory, is 
that the child, while being reassured that all is well and encouraged to lead a 
normal life, is at the same time being constantly reminded of his or her 
abnormality or deviant status. When such routines are accompanied by restric- 
tions or precautions that are not essential to the maintenance of medical 
well-being, or by recommendations that special education be provided (which, 
despite the mainstreaming movement, often remains segregated), the underly- 
ing problem is accentuated. 

Conclusion 

This review shows that chronic physical illnesses of childhood clearly increase 
the risk of mental illness. Much uncertainty still remains about the extent of 
risk and about the degree to which other features of the child, the illness, the 
family, or, indeed, the medical care system influence this risk. In addition, it is 
far from clear what strategies of prevention are the most promising or what the 
role of clinical psychiatrists might be in reaching this goal. To the extent to 
which the concept of community mental health is still alive and well, there may 
well be a more promising role for interventions based on some of the principles 
enunciated by Caplan and some of the programs described by coiitributors to 
the volume edited by Cowen et al. (1 967). Conversely, it is possible that the keys 
to any substantial improvements are held almost exclusively by the 
pediatricians and, in particular, by pediatric subspecialists. If indeed, the 
solution requires cooperation between these often rival factions— for example, 
in some forced marriage often referred to as 'laehavioral pediatrics"— the prog- 
nosis in the present climate is far from promising. 
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Introduction 

Disasters are ubiquitous, affecting all 50 States, from major urban areas to 
remote rural communities. Since the inception of the 1974 Disaster Relief Act 
(Public Law 93-9M), 798 major Federal disasters and 3,092 Federal emergen- 
cies, which are slightly lees severe, have been declared in the United States (D. 
Dannels, Federal Emergency Management Agency, personal communication, 
Sept. 21, 1987). The Federal Government has denied 38 percent of the addi- 
tional requests from States for disaster assistance since 1974 (Rubin etal. 1986). 

The cost in human life is significant. More than 8,000 deaths per year in the 
United States are attributed to natural and manmade disasters; estimates 
suggest there are 50 injuries for every death (Ix)gue et al. 19816). Even when 
loss of life is minimal, destruction to homes and businesses often causes serious 
economic losses. 



This paper was prepared for the Project Prevention initiative of the American 
<^ jademy of Child and Adolescent Psychiatry. 
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No epidemiological data exist on death or morbidity of children exposed to 
m^or disasters. A disaster, however, is one of the few life st^lT^Tiph 
earb. access to afr«.ted children and'their famili« U auth pu^^^^ 
hea th measure. Section 413 of the Disaster Relief Act mandaf^ f hff ?i! 
National Institute of Mental Health provide menSl hiahh to SteS^ 

and ocal agencies in the disaster area "to help preclude^sSte dam«^t^ 
physuj^l or psychological effects" (U.S. GovernLTmS) ?hus d^^^ 
provide an uncommon opportunity for mental health professional to Zob! 
biTvT.' IT^T r " ^""^ ^^"^ incidere%"hil^^^^^^^^^ 
advl'y' '^'"•'•^ ""«»be« of children to adapTto 

«in!if '"P^*^* Of disaster on children requires multiple orofee- 

Se^'fTsrc^^^^^^ psychiatric, sociological. :?oMcaraX^^^^ 
nnHf ' P'ess). Individual studies of the effects of disaster 

H„,if«H "'^ in the appendix. Garmezy aSSeTfoundZ^J 

limitations ,n most of the studies on children and disasters mT^^^ 
phenomenologicaU^^^^^^^ 

f hi fTl T!f^ ™ost recent studS have a^^^^ 

ised naS«^^^^ methodologies Tt have'^b^ 

used in adult studies examming disaster reactions, the role of exD08ureTnd?h« 

i^fltt^iirm^:^^^^^^^^ '''' ^^^^ « ^^-^r' ^ ^-tor that Ly 

This paper explores issues related to the effects of disaster on rhiWw.^ 

Psychiatric Morbidity 

an^AS^nLNm"/ con?r "'^^'"^ '° ^^'."^ substantial stress (Adams 

Primacy of Exposure 
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demonstrated that the onset of psychiatric disorders after the Mt. St. Helens 
volcanic eruption followed a dose-response exposure pattern. 

Considerations of exposure and personal impact have focused on proximity 
to the impact zone, life threat, physical iiyury, witnessing of iiyury or death, 
injury or death of a significant other, property damage, and financial loss. 
Onsite exposure is the factor most specifically correlated with the characteristic 
PTSD symptoms (Wilkinson 1986). Two years after the Beverly Hills Supper 
Club fire, Green et al. (1985a) found d^^ of exposure to be the principal factor 
explaining chronicity of psychiatric impairment. Some investigators have found 
that specific experiences, especially witnessing the grotesque or hearing cries 
of distress, are associated with psychiatric morbidity (Green et al. 19866). 
Rescue workers, especially body handlers, not directly exposed to the actual 
disaster but exposed to the mutilatioii and death of others have also exhibited 
increased morbidity (Jones 1986). 

Even without a clear model of PTSD in children, early studies suggested the 
primacy of exposure in children's disaster reactions (Bloch et al. 1968; Gleser et 
al. 1981; Burke et al. 1982; see appendix, pp. i and iii). Investigators found that 
immediate life threat, presence in the impact zone, severe iiuuiy, and death or 
injury of family members were factors significantly associated with postdisaster 
emotional disturbance. Children did not seem to be as affected by residential 
property damage as adults, although individual children reported distress at 
the loss of personal possessions. Pynoos et al. (1987a) systematically confirmed 
that the degree of exposure to life threat in school*age children had a dose- 
response relationship to severity of PTSD that continued to be present at the 
14-month followup. 

Perimeter of Danger 

In assessing the need for services, a major consideration is that the 
psychiatric impact of a disaster is correlated with .he proximity to the disaster 
zone. Three systematic studies of adults found a perimeter of danger or impact 
beyond which there was no measurable change in psychiatric morbidity (Doh- 
renwend et al. 1981; Green et al. 1983; Shore et al. 1986). The perimeter of 
impact may be difficult to determine in technological disasters, especially those 
involving 'Invisible contaminants" (Berezofsky 1987), because the danger zone 
and measurable life or health threat may not be well established. For children 
exposed to life threat, a perimeter was also demonstrated beyond which there 
was no appreciable increase in PTSD without the presence of mediating factors 
(Pynoos et al. 1987a). These findings, however, require replication before they 
can be generalized for children. 

Types of Psychiatric Morbidity 

Systematic studies after disasters have found an increase in some psychiatric 
disorders but not in others. Shore et al. (1986) demonstrated a dose-response 
onset of three disorders following exposure to the Mt. St. Helens volcanic 
^ ;ion, cited in order of frequency: (a) PTSD, (b) single-episode depression, 
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and (c) generalized anxiety disorder. A significant rate of comorbidity existed; 
however, no change in the rate of onset of other disorders was determined. 
Increased morbidity could not be attributed to mediating factors such as age, 
education, income, employment, or state of physical health. The researchers 
concluded that a natural disaster can give rise to a variety of highly significant 
stress-response disordeis in individueds. 

In a study of Ccunbodian adolescent refugees exposed to massive trauma, 
Kinzie et al. (1986; appendix, p. xvi) reported the onset of disorders similar to 
those found by Shore et al. Fifty percent of the children were diagnosed with 
PTSD, 12 percent with meyor depressive disorder, 37 percent with intermittent 
depressive disorder, and 18 percent with generalized anxiety disorder. Kinzie 
et al. also found a significant rate of comorbidity. 

Pynoos and Nader's (1987) 14-month foUowup study of children exposed to a 
sniper incident suggests a distribution of psychiatric disorders similar to that 
reported by Kinzie et al. In this school-age sample, s^>aration anxiety disorders 
were more frequent than generalized anxiety disorders. 

Clinical studies of children exposed to severe traumas have also documented 
a hif^ frequency of PTSD symptoms. For example, 1 err (1979; appendix, p. xiii) 
reported that 6 to 15 months after being kidnapped and facing life threat, an 
entire group of 25 children had developed moderate to severe PTSD. More 
systematic data collection enabled investigators to correlate different exposure 
factora with the relative frequency of specific forms of morbidity. The experience 
of life threat and witnessing iiyury and death is highly correlated with the onset 
of PTSD; loss of a significant other is correlated with the onset of a single 
depressive episode or adjustment reaction; worry about or sudden separation 
from a significant other is correlated with peraistent anxiety regarding the 
safety of significant others (Pynoos et al. 1987a; appendbc, p. xvii). While these 
factors may sometimes operate independently, at other times there may be 
interplay among them. Grief, for example, may increase PTSD, while life threat 
may increase the risk ofa depressive episode (Pynoos and Nader 1987). Multiple 
bohavioral measures are needed to provide a more adequate assessment of the 
impact of trauma on children and adolescent^. 

Adams and Adams (1984) concluded that postdLsastei- stress reactions are 
serious and relatively enduring. They demonstrated th at adult stress reactions 
in the Mt. St. Helens community increased after exposure to the disaster. 
Examination revealed a substantial increase in stress-induced disoixiers, men- 
tal illness, alcohol abuse, family stress, aggression with related adjustment 
problems, and violence. The number of domestic violence cases reported to 
police increased 45.6 percent. 

Although Adams and Adams (1984) noted an increase in juvenile arrests in 
the acute postdisaster period, they did not obtain data on overt, recordable 
childhood behavior comparable to their findings for adults. Some studies have 
found an increase in somatic complaints, especially in school-age children, 
-Q)" "cted in greater demands on school and camp nursing services (Pynoos et al. 
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1987.; KUman 1976, pp. 326-336). Ev«. '^^ " ^, ^'JTff^^^ 
property. «h« 1 ah .«c« n»y i«o«a» <'™°^7' y,^;X«l^Se of 

are needed. 

Prevalence of Morbidity 

M„ „„™n.™He Drevalence data for chiUtea have been collected after m^or 
di^trS?l^S^,b^ver,Beve,elye,p<««ichnd^^^ 

to exhibit high P'7J»-.";f!°f P^-tr^^^^^^ 

S\ ^mJ.V^Zl!'^ pp 918.924) propoeed 
ttat chikCwere more vutaerable to PTSD than adults. 

Course of Morbidity 

Sdedthatythedisord^w^de^t*^^^^ 

r!Se5TrSi.:ni ren^eTJorrt^e - o^^- -J^^J 

a«f anT^ diaorders had abated. Like the adult studies, "'"^'f, 

0 TOD s^^ptoms and that an early onset is strongly 
Werr 1979- McFarlane 19B f , appendix, p vi; Pynoos IS'^'J 
;!7 1 o«7aWudrinii the onset in preschool children is difficult because of the 
tts XrenttTetXble in'struments and children's self-reports and 

cognitive maturity. 
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Mediating Factors 

Situational Variables 

Appraisal of Threat 

women showed asignfficant level rfMrietySTftelt^lSri?' i?"*r' 
1980). 

^^Wo^^^^^ the traumatic i.pact 

threat, however, depends p^iallv on th« ^ «PP~^ 
actionsandattitude^i^iKliu J'^'^'^P^mg adult's or sibling's 

warnings (Freud and bS^^^^ 

many horrifying and catast^e shukt^n^^^^^^^ il''^' 
appear unplarmed. In fact chiHrlnoll uI i , , ^ expected to 

Putin gr^terlL^rdyt^^^^^^^^ 

Nader 1986). ^ ^ ^^"^ minimize the obvious threat (Pynoos and 



Human Accountability 



beings are perceived to be wsMr^K?^ • t'*"* 

PTSD in chUdren have 1^„3,^ a^T^f 'T' '^Z 

et al. 1986; Pynoos et allQRvf? n ■ k 'f 5 ^l*"" To" 1979; Kinzie 

Phenomenon ^Z^^^^S^.^^^^t^tlZZ'''"'"^ 
-engefantasies,aneffectaboo.«rvedinTr„%rLF^^ 
Separation from a Significant Other 

have been noted to ^ZZ^^J^'^^^f Mothem 
their children, which is the^^.^^ A * .7 
(McFarlane 1987). AdoleecentaTo^i!?«iJ. f anxiety afterwards 

8««terp«u te/dis^ lT ^'^'^y"''"**' have reported 

(DohrenZ; flMW^or^lSrmTJii^™'"''"'''' """^ 
other may pers.8t, leainrL chro^^^ T ' """^ "K^iH^a^ 
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especially for the preschool and schooUge child (McFarlane and Raphael 1984; 
Pynoos and Nader 19886). For example, the duration of symptoms increased 
measurably in children who were sent away to stay with relatives after the 
Australia Ash Wednesday fire (McFarlane 1987). 

Guilt 

Guilt, an associatedfeature of PTSD, is not well examined in children because 
of msyor developmental difficulties in assessing guilt in children of varying ages. 
However, preliminary evidence from a study of violent events indicates that 
when children report guilt, the severity of their posttraumatic stress reactions 
increase independent of exposure (Pynoos et al. 1987o). School-age children 
reported Reeling bad" at being unable to provide aid, being safe when others 
were harmed, or believing their actions endangered others (Pynoos and Nader 
19<J8b). Particular experiences— for example, hearing a wounded person's cry 
for help or watching someone bleed to death— may create an intense level of 
empathic arousal in children that remains undiminished if no effective inter- 
vention occurs (Hoffman 1979). Whether guilt is an at-risk indicator in the 
triage of children following catastrophic or violent event* is an area for future 
investigation. 

Multiple Adversities 

Multiple advereitiee that result from an event such as a disaeter may have 
more than an additive effect in increasing psychiatric morbidity (Rutter 1985). 
One disaster alone can lead to the experience of severe life threat, death of a 
significant other, loss of residence and relocation, involuntary unemployment 
of a parent, and change in the family's financial state. This effect may be 
responsible for the high rate of comorbidity in severely affected children and 
adults after major disasters and massive traumas. 

Intervening Variables 

Recovery of the Community 

Disasters disrupt community cohesion and function (Erickson 1976). Some 
evidence suggests that the inefficiency ox postdisaster organizational efforts 
directly and independently influences the persistence of psychological problems 
(Quarantelli 1985, pp. 173-215). On the other hand, the influence of the social 
group can be positive and reparative (Quarantelli 1985). 

Fear of recurrence affects everyone in the community regardless of their 
degree of exposure to the event (Pynoos et al. 1987a). This widespread fear is 
sometimes fueled by myth, rumor, lack of information, and misinterpretation. 
Ethological studies have demonstrated how the transmission of alarm signals 
can be contagious in groups (Anthony 1986). Washburn and Hamburg (1965, 
pp. 1-13) demonstrated how a single violent incident can influence the degree 
of fearful behavior in a primate group for many months. 

:Dir 
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Cultural Factors 

Cultural differences may influence postdisaster behavior. Kinzie et al. (1986) 
found no increase in alcohol or other drug use or delinquency among adolescent 
Cambodians, even though they had endured massive trauma and family loss. 
This finding contrasts with the increased delinquency and alcohol and other drug 
!!S®tf??®'^r^f°^°^ among bereaved adolescent groups (Krupnick 1984, pp. 
99-141). No differences were found between black and Hispanic school-age 
children exposed to a sniper attack in a Los Angeles neighborhood (Pynoos et al. 
1987a). Additional studies are needed to assess the relevance of cultural factois 
among different subpopulations experiencing different types of disastere. 

Family 

Parental and family functioning is a m^jor mediating factor in children's 
psychiatric morbidity (Rutter 1986). Parental distress, parental disagreement 
about appropriate action during the dbaster, and change in parenting function 
after the disaster influence children's reactions and recovery (Bloch et al. 1966- 
Handford et al. 1986). The persistence of symptoms in children has been found 
to be significantly associated with four parental responses: parents' excessive 
dependence on children for support (Silber et al. 1968), overprotectivenees 
(McFarlane 1987), a prohibitive attitude towani temporary regressive behavior 

1 expression and communication about the experience (Bloch et 

al. 1966), and preexisting parental psychopathology (Bloch etal. 1956). 

Family members often experience similar exposure to a disaster and share 
the loss of a family member or property damage. Gleser et al. (1981) found high 
symptom correlation between parents and children; McFarlane et al (1987). 
bet^n mothere and their school-age children. When children's exposure 
exceeds that of other family members, their symptomatic behavior may disrupt 
normal family functioning (Terr 1979). 

Every study that has interviewed children regarding their PTSD and grief 
reactions has found significant discordance between parent and child reports 
(Bloch et al. 1966; McFarlane et al. 1987; Weissman 1987). Children initially 
experience core symptoms quite privately, and parents and teachere may not 
notice behavioral changes. When their distress is not fully appreciated, children 
may not receive adequate emotional support. They may become more 

reltro:rn':i!^t^""^ ''''' p«-^«> 

Kinzie et al. (1986) documented the powerful influence that family relation- 
ships have in constructively mediating the efl^ects of massive psychic trauma 
Cambodian adolescent refugees who lived with family membera or relatives 
after relocating had a significantly lower rate of psychiatric morbidity than 
those who lived in adoptive settings. 
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Family Bereavement 

Deeoite a decreasing trend in disaster mortality in the United States, dis- 
asSa«Sntforsignificantlos8oflife(l^gueetd.l^^^ 
Mcates that sudden, unexpected death of a parent or sibling IS afi^ 
ahiS^riskof pathological orpersistentgriefand^y^^^^^^^^^ 
chaSen (PynooTand Nader 1987) and adults (Lundlin 1984). As Rutter (1985 
fotS^ro88rKmotionanumberofchangesinthechild'slife,w 
in ch^nicalIy unsatisfactory family ciwumstances and thus increase the risk of 
psychiatric morbidity. 

School-age children appear to be confused, frightened, and disturbed by their 
normal grief reactions (Pynoos et al. 19876). Because they »ay^°* ^ ade- 
quately understood, children's grief reactions are often ^^^r^^^S^.i^ 
family members, who are preoccupied with their own ^^^^^ f^^^ 

While adults commonly share their grief experiences with others and seek 
reassurance, many children report that they do not receive sufficient einotional 
support from family, teachere, and friends (Pynoos and Nader in press). 

Influence on Peer Relationships 

Temporary dislocation and permanent relocation of residence can interr upt 
Deer friendships, which are an important source of social support, eopecially for 
Adolescents. In addition, posttraumatic irritability, inhibition, or aggression 
can strain sibling and peer relationships. Posttraumatic stress ««^«*>;;°« »° 
chUdren, especially those who have not reached adolescence may >ndude a 
reduction of interest in and enjoyment of normal activities, a tendency to stey 
inside more or nearer to protective adults, and feelings of es rangement from 
others (Pynoos and Nader 1988a). These symptoms can result in isolation and, 
consequently, in disruption of the social, cognitive, and emotional developmen- 
tel tasks accomplished through play and interpersonal interaction. 

Influence of the School Milieu 

CJarmezy (1986) commented on the importance of the teacher's role as an 
external support figure for stressed children. Teachers themselves may be 
severely affected, and children may respond to their distress as they do to 
parental distress. For example, children were shown to reflect their tochers 
emotional responses to news of President Kennedy's assassination (Kliman 
1968). 

Because children spend much of their week in school, they may be just as 
likely to experience a disaster there as at home If ow the school reacts in the 
immediate situation and in the aftermath and recovery periods may substen- 
tially affect children's recovery. The anxiety precipitated by a disaster in 
students and teachere can result in general changes in ..assroom behavior and 
disruption of the educational process. In addition, the postdisaster miheu of 
schools may vary in tolerating postdisaster reactions depending on the attitude 
o the principal and other administrators. 

ERIC 241 
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Child Intrinsic Factors 

Predisposition to Arousal Behavior 

be more likely than fidu!t« *^ I Children may 

stage 4 Blee^plTomen^^^^^^ <=hangse, such a^ 

pereistence of increased atete! nf . u ®^'<*ence indicates that 

symptoms aJamerT^l.tsM ppTTs Koiri9«?ff ™^ 
disturbance has been correlated' wfth nVm ' JJ^'^^.^^^^); for example, sleep 
performance (Pyn^ et TlQ^arrhnf.'"^ '° 

may vaiy accUn^lnet c co^^^^^ TP'"''*^ *° ^^avior 

J' ruing TO genetic, constitutional, and environmental factore 

Coping 

childhood coping (Garm«v 1986) I„n^^^^^^^ ""^^^ t«„n„my „f 

«.d prior «?eriCXH»rvV^<^l^^ l*"^ of development 
■Jvent and their evmotom. m ^ ■ ®" ^"enpto to interpret the 

ing, infonnSSin!i;^J^to„,T' for mean. 

the auditory and Vfaual am^ of » 'F^' *^ •"'WBsneralize 

specificstimuli ""^wn'rH '° i-^W™'" 

tion. ae "«y i» whl ciSfpr«^TrZ^^^ 
renewed anxiety mayaignificantlyS«>^„";reT 

and may feel that other child^n f that something » wrong with them 

«««givL, they ma"S^XexlST^^^^^^^ '^'^^ "'"^ 

Theae expectations ran iSSSj^w^nH ""TT '° shorter. 

(Silver and Wortman 19 oT^t,^dlTS T^K) ' ""^^ 
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Further studies are necessary to investigate the factors i^A^^^^'^^'TJ^."^"' 
stmctiwrpostdisaster child behaviore. such as increased a^<^«»'^«f 
^^d^^, or more empathic responses to others (Pynoos et al. 1987oX 
STtetoviorf, in turn, may have varying influence on aspects of child 
development. 

Age 

Severalstudies have reported differences in reactions among age groups after 
caS^evente. Care^Trefzer (1949) oteerved that yo«ng«^<=h.W^^^^^^ 
more likely to reflect adults' reactions to war conditions Theee chUdren had 
SToli^rLtionsonlyiftheywerepersonally^ 

the more the sight of destruction aroused anxiety. Similarly Gle^^^^ U»» *J 
found that school-age children exposed to a flood exhibited 
^^hiatric impairment than preschool children: Psychiatric Evaluat 
fl?EF) overall Severity and depression scores increased with ag^J«">f 
was higher for teenagers, and anxiety was hi^ier for ^^^^^^^^^S^^^^^X^^^^ 
to 20. Mer the Three Mile Island nuclear accident, ^andford etd^(l^^^^^ 
fhflf childnm vouneer than 8 did not appear to recognize the potential danger 
l^iltt^^^.^^^^^^^ ChildrenolderthanScombinedfantasyandreality, 
sometimes embellishing the danger. 

Finding? are dissimilar for studies of elementary «hool.age children a^r 
disTters After a severe winter storm, Burke et al. (1982) compared 43 6.yeai^ 
olT^hlSrerS 21 7.year.olds. Connor's Parent and Teach- Qu«^^^^ 
antbocialscale scores were higher for the G-year-olds. In 
no differences found in children ages 5 to 12 after a snjper at^ck a>ynooee^^ al 
iOA7/i^ KinziG et al (1986) found no relationship between the Cambodian 
e^"ag;1rtx^ and the presence of a diagnosis in adolescence as 
measured by the Childhood Global Assessment Scale. 

Impact on Child Development 

Although there has been some discussion of the influence of children's levels 
of mturity on their initial reactions and assimilation of traumatic events ^th 
anrpS 1985. pp. 36-52; Cohen 1986), few systematic date are availab e 
concer^nrthe eff^ts of disaster or other traumatic experiences on chiW 
Sme'nt S^^^^^ are needed to examine thejifferential out^^^^^^^ 
stantial numbere of children who have experienced a stress at different ages. 
Sugh there isnoconclusiveevidenceforan interaction between traurna^^^^ 

developmentalstage. posttraumatic stress phenomena '"ay influence a number 

of characteristics that affect the developmental process, including cognitive 

?uSng. initiative, personality style, self-esteem, outlook, and imputee 

control. Intrusive, reexperiencing phenomer a can affect c^K^^^r^^ ^""^ 
by alteringattention either toward orawayfromconcreteorsymbolictreu^^ 

reminders Without r^ulting in a phobic disorder, traumatic avoidant behavior 

erJc ' 2-13 
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can lead to inhibitions or altered interMba • • , . 

become constricted and le^eZyTj^h f h« 

themes in play (Terr 19797 repetition of disaster-related 

ve^trS??ei»^^^^ in 

pany the onset of adult PTSD (Kaltreider^^ 197^ Hn ?T ^ 
self-efficacy, selfs:onfidenca orwlSs^mt LI "^'^ ^^^Udren's sense of 
Without adequate predisaster Lri??-^ « influenced remains unknown. 

Sliver and Wortman (1980) concluded that alfhnn^K u 
unnoticed, one of the most devasta^Sg effete of '^^T. ""."^ P 

Pvnnnaan/iirfu ioQ.i\ rn^ Vj saving Children, and career (Terr 1979« 

pp. 295-313). parental behavior (Danieli 1986, 

Prevention Intervention Strategies 

ment. Degree of eiix».,~lnT)l ' • environ- 

should iakepreJsre'::i';2Lt„:s°jSrtSr'"^ 
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Before a Disaster 

Exposure 

P^S^ «»ume an important role in this area of public policy. 
I- n,= iln»«d States orediMBtor training is commonly conducted in schoola 

3^a J- «d W to method, of physical self-protection during and 
diSUr M^heee program. ^«^\'^r^'^ 
scared, they make little effort to P"Pf«' f;'„*«.'':2?o^L^^^^^ 

zi^^tS^s^ti:r^:irirs^^ 

reported. 

Before a disaster, it is important to prepare 5^ 
deci^dy andXtiVely despite feeling personally overwhelmed by a crn^- By 
^SSsyBtematiJlyandappeam^ 
will help to reduce children's stress (Klingman 1978). 

During a Disaster 

Evacuation 

S^^^^Strrn^r^r^t^SiSr^^^^ 

^SSatnpri,incUngparents'undersUndingofevacu^^^^^^^^^ 

their children's schooK can be important in allaying ""f 

. disaster Inopportune or abrupt separation of young children from parents, 

si^nTand oK trusted adute carries its own risk tor postdisaster d«tress. 
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Emergency Medical Relief 

lar^'S^ff^u^;^^^^ Pr coordinated ca.. of 

8tm. This may occur for^^nS 1.^ ^ peychological 
hoepitato thwugL^L^^rTLe rutho;^"*^"~ evacuated to various 
afternwth of twoschooleZgL^^ 0^^^^^^^^ 

which an insecticide polSSn^iJ!,^''? ^ bomb exploded and one in 

orsickchildren weietrani^r^^b^^ i'^^'^* 
hospitals. No mJordslStod wh^^h^ 

Consequently, parenteiou^^^f '^T.J^'^ ^ ^^^c^ hospital 

one^ for hou«nnlThl fo^^ Z^.t " ^'^''^^ P«"°^. in 

children commonlXJ^^^ d^t^ ' " *'^"°««c incident, 

nificant othe«. Prol^^S^ttT^«!^°^ ^«'' ^ themselves or to sigl 
pnK)ccupations and tKSiut^ AftTfr^u'^^f ^ 
the prolonged separation aTd wor^'^^^^^^ 

children's subsequent anxiety ^ "^^^ P^^-^nta' and 

Secondary Exposure 

coiiipounrfetheirMoo«u»^„7,^^ adolescents in disaster rescue work 

mutitated bodies, maySve a "^^1,^;^^; ™ exhibiting corpses i 
News Media 

eduXTheTubli^aC^^^^ STj ^H-^" ^"^^^^"^ 

copingstrategi«. parenting andSbW^^^^ I'T*"' 

effort, have not been consistent with good ™heluh ^aSit^^^^^ ""^''^ 

out^ehp^tl'in^^^^^ 

exists for a ffbn.^ L a'^ w^^^^^^^ 

mcluding materials designed for childrZ ST^ multimedia messages, 
best methods of public Xclon '"' ^ evaluate^ 

After a Disaster 

Psychological First Aid 

Psychological first aij providea nmmn* <• <• 
directvictimsandfor those STnew^^^^^ ^"'^ both for 

Clinical studies have ^mme^^R^Z'^^^^^^^^^ 
developmental stages (Pyn^and Nader '^P'?.''^ *° 

For example, from preschool to ^ ' ^"^^"^ and Gpidon 1981). 

^ P'^^ool to s^ojid grade, psychological firat aid would 
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include repeated concrete clarifications, consistent ^regiving. and help in 
^rbSLSJ^rs, feelings, and complaints. Older children «^?«htl^^^"^*;^^^ 
ahiut an Sicreased posttraumatic tendency toward impulsive behavior and 
S."teS,raSM979;Eth and Pynoos 1985, ap^^^^ Systematic 
loeawh to needed on the use of age-appropriate techniques and on early 
intervention at key sites, such as temporaiy relocation centers, homes, disaster 
relief offtcee, and schooto. 

In working with families and children at risk for psychiatric moifcidity, 
prevention goato include (a) ameliorating traumatic stress reactions and 
facUitoting nief work; (b) preventing interferences with child development and 
Sf SnTmaladjustments; and (c) promoting competence in effectively 
Lpting to the crista situation. Successful preventive intervention requires 
acc«« tJchildren who are identifiably at rtok, treatment of popula ions under- 
going normative reactions to extreme stress, and prevention of the onset of 
dteordere or reduction of their duration and progression. 

Family 

The family to the key i»etting in which feelings of vulnerability can be 
mitigated and a sense of seciirity restored. The goals for f^n^ly^o^k «e (a) to 
give children the experience of being supported, (b) to establish a sense of 
physical security, (c) to validate rather than dismiss children s effective re- 
BDOQsee, and (d) to asstot children in dealing with traumatic reminders by 
Jcoeptiilg their renewed anxiety and providing helpful reassurances. Family 
memUrsoltenneedsupport, guidance, and sometimestoerapeuti^^^ 
toreducetheirown levetoof stress before they can effectivelyhelptheirchildren. 

They need information about the wide range of children s dtoaster responses, 
the effect of traumatic reminders, the presence of arousal behavior, realistic 
expectetions regarding recovery, and the need to encourage open communica- 
tion with their children. 

Much remains unknown. Research to particularly needed in the following 
areas: (a) enhancing parenting ability following trauma and loss; (b) managing 
children's new, incident-specific fears, regressive behaviors and arousal stetes; 
and (c) facilitating children's grief work. 

Anthony (1986) has noted that after a disaster, individuate feel significantly 
lees secure and more vulnerable, and exhibit increased attachment behavior. 
In children th to often manifesto as a continued fear of recurrence, new incident- 
specific fears, and regressive behavior. Children may become afraid of specific 
places, concrete items, and human behaviors that specifically remind them of 
the incident. They may atoo exhibit more generalized fear of being vulnerable; 
for instance, they may become afraid of strangers, beingin the dark, being alone, 
being in their own room or in the bathroom, or going to bed. Regressive 
behaviors commonly observed in children following a dtoaster include enuresis, 
abandonment of previously learned skills, and increased dependency, including 

ERIC > 
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School-based Mental Health Intervention 

im^fof? ^^^^^ psychological crisis teams that can respond 

^ ^ e«>ergencies or community disaster. Using class«K,m 

t^Z.T TV^'^ii ^ ""^"^^ <*"dre" prioritized a^oniing to 
varymg levels of risk. Therapeutic consultations should follow early c^ 

n«^n!f if Jhe optimal site because (a) it is most convenient to children and 
f «"^^^> =hf stigmatization that accompanies use of mental health 
facihtjes « obviated. The school is an ideal locus to involve parent^ tLcre« 

(1981) Blom (1986), and Pynoos and Nader (19886) have provided iruidelines 
for such programs. Elements ofsuch a pregram include consu^JIuon^th^^^^^^ 
admimstratore training of teachers, and education of parente and chi Wre^ 

Classroom drawing exercises and engaging children, over time, in symbolic 

ScZchild^nl J^^^^^^^ usefulness of these classroom interventions in 
ItelLTirtim^^^^^ fear of recurrence was demonstrated in the aftermath of an 

d^^c^ve fol^tf hL^^^^ fV^l .Redramatizing the earthquake's 
aestructiye force and then reconstructing their village in play proved to be an 

Sn^ail Fo^l^fiT"' ^" children's^ogniU'p"^u;aUo:s 
(l^lante and Foa 1986, appendix, p. v . Special procedures are needed to 

deal with bereaved children, and to monitor school behavior and performank 
Intervention with Individual Children 

Children who have had severe exposure to life threat and have witnessed 

i^uryordeathmayrequiredirectformsofindividualinterventiontoavert^ 
serious pychiatric morbidity While only preliminan. invStZtio^lnto fh^ 

^ti^hJth! T -^^^^u^^ ^P""'^' intenrention is in the acute 

S«f 'is m«t a^^^^^^ r "PP"^"* *he associated 

aiiect IS most available (Kaltreider et al. 1979). Incident-specific traumatir 

reminderearemosteasilyidentifiableduringtheacutephaseSther^^^^^ 
Clinically school-age children and adolescents have participated in thp ««mo 

*LJrJ^ . ""rf ««ponMs. The consultation bolster the chiW™^ 
obee™ng^andred.ty.teti„gfuMtio„e,theretvdbpelh..gcognitive^^^^^^ 
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and encouraging active coping (Caplan 1981). Children are thereby assisted in 
identifying traumatic reminders that elicit psychophysiologic reactions, in- 
trusive imagery, and intense affective responses. The specific aim is to increase 
chUdren's sense of being able to anticipate or, at least, manage their recurrence. 
Managing what are usually unavoidable daily reminders may be the key to 
enhancing the children's sense of mastery of a disaster experience. Enabling 
children to share these traumatic reminders with their parents increases the 
likelihood that they will receive essential parental support and understanding 
Perhaps the best gauge of the effectiveness of acute individual intervention may 
be children's improved capacity to participate in living problems secondary to 
the crisis, for example, to prevent unnecessary separations from siblings or to 
arrange contacts v. ith peers. 

Posttraumatic stress reactions are expectable and understandable 
psychological phenomena that result from traumatic exposure. By using their 
authority, mental health professionals can legitimize the children s feelings and 
reactions and assist them in maintaining their self-esteem. Children can also 
be prepared to anticipate and cope with the transient return of unresolved 
feelings over time. 

Although trauma debriefing and consultation have proven helpful, many 
severelyexpoeedchildren will requiremoreextended therapeutic interventions. 

There is an immediate need for investigation of brief, focal psychotherapy with 
traumatized children (Pyuooe and Eth 1984). Adult studies provide evidenc© 
that such therapy can be effective in PTSD treatment (Kaltreider et al. 1979)^ 
These methods need to be modified to reflect developmental considerations and 
to be tested for efficacy. 

Modifying arousal behavior may be an important aspect of an overall treat- 
ment plan. Laboratory and preliminary clinical data in adults indicate that this 
neurophysiological response can be attenuated by pharmacological intervention 
(Kolb 1987). A pilot investigation of persistent arousal behavior in children 
exposed to gunfire incidents is being conducted at the University of California, 
Los Angeles (UCLA). Preliminary data suggest that abnormalities in acoustic 
startle response and stage 4 sleep phenomena are present and can be arrested 
by the use of clonidine. In a study of acute PTSD in children, arousal behavior, 
especially sleep disturbance, was associated with interference with attention 
and learning (Pynoos et al. 1987a). Early alleviation of this symptom may 
decrease chronicity and reduce functional impairment in severely exposed 
children. 



Conclusion 

A growing knowledge base is currently emerging from solid research studies 
of the psychiatric impact of disasters. These newer studies are leading to more 
data-based strategies of intervention for exposed populations. Tlie study of 
children's reactions is an area of particular concern, requiring more systematic 

irestigation. 
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The involvement of child psychiatrists in this area provides a new dimension 
for psychiatrists concerned with school mental health, preventive and com- 
munity psychiatry, child development, and child psychopathology. Given the 
high frequency of disasters, it is important for child psychiatrists to be aware of 
their roles and functions in the planning and delivery of appropriate preventive 
mental health services. 
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Appendix 

Childhood Trauma Studies 

Table 2 briefly summarizes studies of traumatized children between 1945 and 
1987 and is provided to assist the reader in comparing and contrasting the 
studies, their methods, and results. Please refer to table 1 for the key to the 
terminology and setup of table 2. 



O 
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Tablet Key to Table 2 



Column 



Author 

Subjects 

Subjects 

Study 
Study 

Study 

Study 



Study 
Study 
Study 



Findings 
Findings 

Findings 
Findings 



Term 



Group size > 10 
Time period 
Control group 



Selection 

Questioned 

Instrument 



Parent/child 
Exposure 

Symptoms 



Meaning 



Author(s) and Date of the Study 

Number of Subjects 

The number of subjects included in 
the study 

Characteristics of the study 

Whether the size of the studied 
group or comparison group was 
greater than 10 

The length of time after the event 
that the child(ren) was (wete) 
studied or questioned 

Whether a nonexposed comparison 
group with characteristics similar to 
the study group was studied simul- 
taneously 

The method of selecting subjects 

Who was questioned 

The instrument used or the method 
of study (PEF s Psychiatric Evalua- 
tion Form: CGAS =: Childhood Global 
Assessment Scale) 

Results Found 

Conclusions about parental influence 
on child(»'^n)'s reactions 

The effects of varying proximities 
and circumstances on child(ten)'s 
reactions 

Symptoms observed or reported for 
thechild(ren) 



ERIC 



252 



Table 2. Childhood Trauma Studies 



Hospitalizations 



Author 

Levy 
1945 



Subjects 

n= 124 
ages 0-14 



Natural Disasters 



Author 

Bloch et al. 
1956 



Subjects 



n= 185 



ERLC 



study 

Postoperative sequelae; cases reviewed 
0-10 or more years after the operation 

Group size > 10: no 
Time period: varied 
Control group: no 
Selection: from previous patients' 
records 

Questioned: mothers, retrospective 
Instrument: none; 2- to 4-hour interview 



Findings 

• Symptoms: 25% with emotional se- 
quelae similar to those of adults with com- 
bat neurosis; highest number of symptoms 
in children younger than 3. 

• Symptoms and age of prevalence: Night 
terrors, ages 1-2; negativistic reactions 
(defiance, dependence, tantrums), 4 and 
older; fears, 0-8. 

• Categorized emotional sequelae: condi- 
tioned fear (dependency and regressive 
latent fear; phobias; anxiety states; hostile 
reactions; obsessions; hysteria). 



Study 

Tornado in Mississippi; parents (and 3 
families) interviewed 

Group size > 10: unclear 

Time period: 1 week after 

Control group: not cl^-rly delineated 

Selection: families selected from those 
who had filled out a questionnaire dis- 
tributed through one of the community 
schools 

Questioned: 88 parents, 3 families 
Instrument: none; 3/4- to 2-hour 
unstructured interviews 



Findings 

• Exposure: Proximity to the disaster zone 
and loss of injury to family members were most 
predictive of anxiety, symptom formation, or 
intensification of pathological diaracter traits. 

• Parent/child: Suppression of discussion 
may have intensified symptoms for child. 

• Symptoms: increase in dependency, cling- 
ing, need to stay near the home, asking to sleep 
with parents, regression (enuresis, abandon* 
ment of previously learned skills, night terrors 
in which experience was relived, tornado 
games, general irritability and sensitivity to 
noise, phobic, and avoidance symptoms). 



Table 2. ChUdhood Trauma Studies (continued) 




Levin 
1972 



Lacey 1972 



n = 56 

elementaiy 

children 




A California earthquake; parents and 
children seen in 1 to 2 group meetings to 
relieve stress 



Group size > 10: unclear 

Time period: from a few days to 5 weeks 

after 
Control group: no 

Selection: respondents to an offer to 

provide services 
Questioned: parents and children 
Instrument: none; crisis-oriented groups 

Aberfan, Wales, mining tip complex gave 
way and roared down mountain, killing 116 
children and 28 adults; children and 
parents interviewed after parent referral 

Group size >10: unclear 

Time period: within 4 years after 

Control group: no 

Selection: referred due to parental concern 
Questioned: parents and children 
Instrument: none; clinical interviews 
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Findinjps 

• Parent/child: Children take cues from 
parents. 

• Symptoms: Common fears were sleep- 
ing alone, being alone in a room, clinging 
(ages 3-6), scattered incidence of regression 
in toilet and eating habits. 



• Parent/child: Children reflected parents. 

• Symptoms: Sleeping difficulties, ner- 
vousness, lack of friends, school avoidance, 
reduction in play, instability, enuresis, wor- 
sening of existing symptoms tinging, fear 
of being alone, fear of daritness and of 
weather, anger over presence of tip mines, 
initial poor school performance, games of 
burying in the sand, anxiety (children with 
previous anxiety creating situations in 
their backgrounds were most affected). 
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Tnble 2. Childhood Trauma Studies (continued) 



Natural Disaatere (continued) 



Author 
Newman 1976 



Subjecta 
nr224 



Gleeer et al. 
1981 
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Study 

Buffalo Creek slag dam flood; clinical obser- 
vations 

Group size > 10: unclear 
Time period: unclear 
Control group: no 
Selection: survivor plaintiffs 
Questioned' families and children 
Instrument: none; clinical interviews 



Buffalo Creek slag dam broke and flooded; 
PEF administered. 

Group size > 10: yes 
Time period: 16 months-2 years after 
Control group: no 
Selection: litigants 
Questioned: families 
Instrument: PEF; informal family 
interviews 
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Findings 

• Exposure: 1 )isaster effects attributed to 
developmenta level, perceptions of their 
family's responses, and direct exposure to 
the disaster. 

Symptoms: Nightmares, screaming in 
response to contact with water, instability, 
enurosis, a clear and enduring creativity, 
and hopefulness in contrast to their 
parents. 



9 Parent/child: Children's reactions were 
highly correlated with those of their 
parents. 

a Exposure: Adults' reactions were as- 
sociated vrith proximity to the flood zone, 
loss, and reactions of other family mem- 
bers. 

a Symptoms: Reduced interest in ^xtbool 
correlated with decreased grades. Graded 
also correlated with overall severity (PEF). 
Bedwetters (6% of the children) scored high 
on belligerence, anxiety, and overall 
severity. Children with posttrauma 
obesity scored higher on /jlepresaiou and 
overall severity. Bereavement inteiQsifiod 
reactions mote than did property damage. 
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Table 2. ChUdhood Trauma Studies (continued) 



Natural Diflastere (continuftd) 

Author Subjects 

Burke etal n = 81 
1982 




Study 



Severe winter storm and flood; Conner's 
Parent and Teacher QuesUonnaire ad- 
ministered 

Group size > 10: unclear 
Time period: 4-5 months after 
Control group: unclear, proximity to 

flood vs. damage not clearly specified 
Selection: Head Start children 
Questioned: parents and teachers 
Instrument: Connor's Parent and Teacher 

Questionnaires 



Findings 

• Exposure: Closer proximity to the flood 
area and economic status aflected scores. 

• Symptoms: Children with special needs 
were at risk for increased aggressive con- 
duct scQires. All children showed improved 
school conduct scores. Boys' anxiety scores 
increased and girls' decreased. 
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Table 2. ChUdliood Trauma Studies (continued) 



Natural Diflaatere (continued) 



Author 

Handford etal. 
1986 



Subjects 
n»35 



Study 

Nuclear plant accident at Three Mile Island 
nuclear power plant 

Group size > 10: no (4 peych) 

Time period: 1-1/2 years after 

Control group: yes 

Selection: unknown 

Questioned: parents and children 

Instrument: for children: structured 
interviews, questionnaire devised for this 
event. Quay and Peterson Behavior Prob- 
lem Checklist, Children's Manifest 
Anxiety Scale (Casteneda et al. 1956), 
Kinetic Family drawings; for parents: 
SCL-90-R, profile of mood states, MMPI 



Findings 

# Exposure: No effect of distance of 
residence from Three Mile Island. 
Parent/child: Parents reported fewer 
symptoms for children than children 
reported for themselves. Cbiklren's reac- 
tions not related to parents' reactions un- 
less the two parents responded with 
different intensities. 

# Symptoms: Continued anxiety. 
Children expressed having fun, fear, or 
anger related to the evacuation. Contradic- 
tions about the presence of symptoms 
(revealed symptoms before or after denying 
them). Symptoms not seen in a n^jority of 
children: lack of memory, games related to 
the incident, avoidance of thoughts about 
the incident, dreams, denial of concern, 
pride in their reactions, rationali2ation, 
fatalism, preoccupation, fears about the fu- 
ture (no significant effect of age, sex, or IQ). 
Reactions less severe than those reported 
for Cbowchilla kidnap %'ictims. 



2r)7 



Table 2. Childhood Trauma Studies (continued) 



Natural Diaastere (continued) 



Author 



Subjects 



Study 



Findingkii 

• Age: No significant difference in 
symptoms by ag?e. Children (mean 9 years, 
11 months}| undiflerentiated fears; adoles- 
cents (14 years, 1-2 months), fears for self 
and family; adolescents (15 years, 5 
months), concerns for self, family, friends, 
and futuie oflspring. Misconceptions and 
exaggerations seen in children 8-12. No 
recognition of danger in children younger 
thanSyRais, 5months. Only children older 
than 13 seemed to understand the proper- 
ties of radiation. 

• Course: Compared to a different study 
of same incident, parents' reactions at a few 
months after did not persist; children with 
emotional disurdets were at risk; children 
reported continued anxiety. 
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Table 2. Childhood Trauma Studies (continued) 



Natural Disastera (continued) 



Author 

Galante and 
Foa 1986 



Subjects 

n s300 
grades 1-4 



Study 

Severe earthquake in Italy; Rutters Be- 
havioral Questionnaire administered by 
teachers 

Group size > 10: yes 

Time period: 6 months after 

Control group: no 

Selection: 1-4 graders in six villages, 
then from Calibritto because it had 
the most at-risk children 

Questioned: teachers 

Instrument: Rutter^s Children's Behavior 
Questionnaire for completion by teachers, 
then group sessions of 4 children 



Findingps 

• Exposure: The amount of damage, 
destruction, and death to a village were not 
always predictive of risk for neurotic or 
antisocial disturbances. A signiflcant cor- 
rolation between family deaths and at-risk 
scores occurred for only one village studied 

• Symptoms: Intrusive imagery, omens, 
fears of recurrence^ drawings full of menac- 
ing and threatening figures, fears of im- 
pending doom, retelling, regression, 
themes of death in play, anger over delayed 
assistance during^ tbedisaster, anniversary 
fears. 
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Table 2. Childhood Trauma Studies (continued) 



Natoml Disasters (continued) 



Author 

McFsrIane 
etal. 1987 



Subjects 

n «808 
ages 5-12 



McFarlane 
et al 1987 



n-808 
ages 5-12 




Study 

Australian bushfire; Butter's Parent and 
Teacher Questionnaire administered 

Group size > 10: yw 

Time period: 2, 8, and 26 months after 

Control group: yes 

Questioned: teachers and parents 

Instrument: Rutter^s questionnairee 



Australian bushflre; Rutter's parent and 
teacher questionnaires administered 

As above (McFarlane et al); after 26 
months parents were questioned about 
events after the Are for their children and 
about their own responses to the fire 
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Findings 

• Ea|>osure: Morbidity rates lower for the 
exposed group at 2 months after the dis- 
aster; no significant differences reported by 
teachers at 8 and 26 months after, parents 
reported greater symptoms for affected 
children at 9 and 26 months. Affected 
children were rated as more obedient, per- 
haps explaining the teachers' reports 

• Symptoms: Delayed onset of symptomfl; 
preoccupation with tne Hre: nigfat-maros; 
underachievement in school and increased 
absences; Rutter itema— angry, phobic, 
neurotic, somatic, distractable, restless. 

• Exposure: Mothers' intrusive imageiy, 
changed parenting, and separation in the 
days right after the fire were more predic- 
tive of children's posttraumatic phenomena 
than direct exposure to the disaster. 

• Symptom persistence: Early distur- 
bance predictive of later disturbance. In- 
tervening adverse life events were 
predictors of children's continuing 
preoccupations with the disaster. Irritabil- 
ity of mothers predictive of children's 
posttraumatic symptoms at 8 months after; 
mother's preoccupation with and fear of 
future fire at 26 months. 
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Table 2. Childhood Trauma Studies (coutinued) 



Animal Attacks 



Author 



Subjects 



Maclean 1977 n » 1 

preschooler 



MacLoan 1980 n » 1 



Study 

Leopard attack on father and son 

Group size > 10: no (single case study) 
Time period: 5 months after 
Control group: no 
Selection: father's referral 
Questioned: child and parent 
Instrument: clinical interview 



4 years after a leopard attack (as above, 
MacLean) 
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Findings 

• Symptoms: Traumatic neurosis— 
reenactments of the event or taking boy and 
father to hospital; avoidance of emotions, 
aggression, and regression. Included were 
fear and terror; not wanting to be separated 
from parents; clinging; concern about his 
father^s whereabouts; concerns about being 
""eaten up'' and accidents to family members 
in play; anger; fear of retaliation; am- 
bivalence; defenses against emotions ideu* 
tifying with the aggressive animal, father, 
mother, or therapist; a p^^ure to activity. 
Pattern of love, anger, fear, hate. 

• CouiBe: Decrease in 8}^ jiptoms over the 
course of therapy. 

• Syrontoms: Stress situation of the class- 
room resulted in "regression uuder stress." 
Response to "harsh school teacher," related 
to the original leopard attack. Fear of 
water and of drowning, world seen Ri> 
dangerous place with dangerous surprisei". 
hospital and wicked witch play, preoccupa- 
tion with death (there was also an interven- 
ing threatened loss with mother's 
pregnancy and hospitalization). 
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Table 2. ChUdhood Trauma Studies (continued) 



Animal Attacka (continued) 

Author Subjecta 

Gislaaon and n :r 3 
Call 1982 



Violence 



Author 
Bergen 1958 



Subjects 
n = l 




Study 

Moderate to severe dog bites (3 children) 

Group size > 10: no (single case studies) 
Time period: 20, 40, and 4 months after 
Control group: no 
Selection: attome/s referral 
Questioned: child and parent 
Instrument: clinical interview 



Findings 

• Symptoms: All three chitdren were more 
afraid of strange dogs and preoccupied with 
biting in general. They exhibtled dinging to 
their mothers, lowered self-esteem, revenge 
fantasies, and ni^tmares. They became un- 
usually cautious, inhibited, and inqniied in 
their capacity for eiyoyment, enthusiasm, and 
pieasura Each diild maintained a vivid recol- 
lection cftfaedog-bite incident. Fewiegreesive 
trends and no reenactment behaviors wete 
observed, although children sometimes 
showed a preoccupation with do^s in their 
thinking and playing. The pqichiatrists ob^ 
served constriction in thought and fantasy and 
adverse effect on personality. 



Study 

Schizophrenic father stabs mother of 
4-year-old 

Group size > 10: no (single case study) 

Time period: unknown 

Control group: no 

Selection: pediatrician referral 

Questioned: child 

Instrument: clinical interviews/ti^tment 

n o 



Findings 

• Symptoms: Repetitive play and reenact- 
ment (murder game, painting hands red), 
repetitive retelling, guilt, separation 
anxiety, fears, fear the dead, think you 
don't love them, fear of attack and injury, 
loneliness, denial, aggressiveness followed 
by hand washing, impulsive behavior that 
was dangerous to heiBelf, fears of own ag- 
greesion, anxiety, oedipal issues. 
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Table 2* Childhood Trauma Studies (continued) 



Violence (continued) 



Author Subjects 
Ruben 1974 n - 1 



Burgess 1975 



n = 9 
families 



Study 

Comparison of a strain and a shock trauma 
—a prelatency girl, age 6, nipped her 
brother's penis, drawing blood, and was 
forced to perform fellatio 

Group size > 10; no (single case study) 

Time period: age 13-1/2 

Control group: no 

Selection: parent referral 

Questioned: teenager 

Instrument: clinical interviews/statement 



Reactions of families of homicide victims 

Group size > 10: no (single case studies) 
Time period: varied 
Control group: no 
Selection: self-roferral 
Questioned: families 

Instrument: clinical interviews/treatment 



Findings 

• Symptoms: Became painfully shy, 
desire to become somebody special, sibling 
issues reenacted in later life, masochistic 
character traits, infantile narcissism, and 
need for a mother, sadness, dislike of 
mother, lack of friends, hostility, guilt. 
Phobias associated with a threat by a 
babysitter. 



• Symptoms: Acute grief {^raae: egooriented 
thought about Icee of £amily member, horror 
over the manner of death, thoughts about how 
the victim must have fdt» desite to know the 
fads, outrage, angar, aggressioa, and the desire 
to physkally do something about the crime; 
^t^^ factom-tbe public leams through 
the media, klentifying the body, whether or not 
to open the casket^ numbness and confusion, 
insomnia, sleep pattern disturbances, 
headaches, chest pain, palpitations, and 
gastrointestinal upsets. Reactions over time: 
grief work, guilt ('Ifonfy .,.'*), dieams and 
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Table 2. Childhood Trauma Studies (continued) 



Violence (continued) 
Author 



Subjects 



Schetky 1978 n = 4 



ERIC 



Study 



Preschoolers whose fathers murdered their 
mothers (2 pairs of siblings ages 1 1 months 
and 2, 2-3/4, and 4-1/2 years) 

Group size > 10: no (single case studies) 
Time period: 10 days after and 2 years 

after 
Control group: no 
Selection: adult referral 
Questioned: children 
Instrument: clinical interviews/treatment 
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Findings 

nightmares (some wish fulfillment 
dreams), phobic reactions, identification 
with the deceased, possible role change, 
dealing with the court process, undermin- 
ing of faith in the world, helplessness, 
blame, stigmatization. 



• Symptoms: Disavowal of the death, 
rr nactment in play, headache, delayed 
grieving, repeated retelling of event, thumb 
sucking, Twilkiness," telling tales, ciying in 
2-year-olds, withdrawal after visits with 
murderer's parents, enuresis, anxiety at 
separation, gu ilt, fears of vampires, anxiety 
with discussing event, anxiety about 
sibling's whereabouts, loyalty conflicts. 

• Other factors: Stabilityof placement im- 
portant to the recovery of the children. 
Need for swift resolution of aistody issues. 
A familiar environment is preferable; bow- 
ever, it is important that surrogate patents 
be able to handle reality and maintain 
openness to discussing the event, which 
requires understanding of age variables, 
lack of ii vestment in the murd'^r, and ac- 
curate information about whaf happened. 
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Table 2. Childhood Trauma Studies (continued) 



Violence (continued) 



Author 
Pruett 1979 



Subjects 
n = 2 



Study 

Preschool siblings vages 2 years, 3 months 
and 3 years, 7 months) who witnessed the 
murder of their mother by their father; 
father attempted suicide 



Findings 

• Symptoms: Symptoms of massive 
trauma. Regression (including toilet 
habits), terror, awakening distressed look- 
ing for mother, pressured questioning 
about the way the parents looked, lack of 
understanding about death, attempts to 
comfort grieving grandparents, fear, fear of 
death, nightmares, denial and avoidance. 

• Age: Age-appropriate concerns about 
death and the preservation of bodily in- 
tegrity. Murderous fantasies, wishes, and 
fears that are age appropriate. 

• Treatment: Helping grandparents to 
answer questions, help child dilTerentiate 
self and own (ate from that of mother, lend- 
ing support to ego strength. Information 
and clarification should be kept at mini- 
mum to avoid inhibition of defenses and 
thwart adequate repression of the trauma* 
Provide answers to pressured inquiries. 

• CouiBe: Decrease in symptoms over the 
course of therapy. 



Table 2. Childhood Trauma Studies (continued) 



Violence (continued) 
Author 



Terr 1979 



Subjects 
n = 26 



Study 

Children kidnapped from their schoolbus; 
traveled for 1 1 hours in darkness of boarded 
van without food or drink; buried for 16 
hours in truck trailer until they dug them- 
selves out 

Group size > 10: not by age 
Time period: 5-13 months after 
Control group: no 
Selection: offer of assistance 
Questioned: child 
Instrument: clinical interviews 



Findings 

• Symptoms: Omen formation; hallucina- 
tions; fear of repeat; disturbances of cogni- 
tion (perception, time sense, thought); 
repeated traumatic dreams; posttraumatic 
play; reenactment of attitudes, feaw, or 
actions that occurred during the kidnap- 
ping; fears; psychophysiological occurren- 
ces; anxiety; personality changes; absence 
of flashbacks, amnesia, or haziness; denial 
alternating with intrusive repetitive 
phenomena or ego dysfunction. 
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Table 2. Childhood Trauma Studies (continued) 



Violence (continued) 



Author 

Eth and 

Pynoos 1985 



Subjects 
n:=50 



Study 

Child witnesses to violence 

Group size >10; no (single case studies) 
Time period: unknown 
Control group: no 
Selection; referral 
Questioned: parent and child 
Instrument: chnical interviews/treatment 



Findings 

• Symptoms: PTSD symptoms; sleep dis- 
turbances, night terrors, and somnam- 
bulism; startle reactions to traumatic 
reminders; intrusive kmagery and as- 
sociated affect; denial-in-fantasy, inhibi- 
tion of spontaneous thought, flxation to the 
trauma, preoccupations with future harm 
used to limit traumatic anxiety; cognitive 
reappraisals of the event; traumatic help- 
lessness; identification with third parties 
intervening and development of new career 
interests; challenge to trust in adult 
restraint and to own impulse control; un- 
characteristic aggressive, reckless, or self- 
destructive behavior; unconscious 
reenactment; revenge fantasies or dreams; 
confusion; age-related difficulties in 
processing the event* 



I 



i 



2(>7 




to 



Table 2. ChUdhood Trauma Studies (continued) 



Violence (continued) 



Author 

Zeanah and 
Burke 1984 



Subjects 
n= 1 



Study 

4-year-old child witnessed her father 

strangle her mother 

Group size > 10: no (single case study) 

Time period: 1 month after 

Control group: no 

Selection: referral 

Questioned: child 

Instrument: clinical interviews/treatment 



Findings 

• History: PreNdous abuse and t^moval 
from home. 

• Symptoms: PTSD symptoms; hyperac- 
tivity, sleep disturbances, fear of toileting 
alone, enuresis, and traumatic play and 
reenactment; aggressive behavior; iden- 
tification with the victim; sleep distur- 
bance; need for reassurance about what 
happened; fear of aggression; anxiety about 
aggressive impulses; identification with the 
protector; anxiety; sense of danger in th^ 
external world. 

• Treatment: Included work with faster 
parents, PTSD, mourning, identification of 
aggression. 
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Table 2* Childhood Trauma Studies (continued) 



Violence (continued) 



Author 

Kinzieet al 
1986 



Subjects 



n = 46 



Study 

Cambodian adolescent children who lived 
through 4 years of severe concentration 
camp-like experience. 

Group size > 10: no 

Time period: 4 years after 

Control group: of6c!iildren 

Selection: Cambodian refugees, local area 

Questioned: guardian and child 

Instrument: CGAS 



Findings 

# Parent/child: A strong relationship be* 
tween living situation and psychiatric diag- 
nosis: children who lived with one or more 
nuclear family members were less likely to 
have a diagnosis than children living in 
foster homes. 

• Symptoms: PTSD symptoms; night- 
mares, recurring drecims, intrusive mental 
states of shame over being alive, and some* 
times seemed pressured to tell horrible 
events of their pasts. Loss of energy and 
interest, avoiding memories of Cambodia 
and avoiding discussion of traumatic 
events; startle reactions and guilt; helpless- 
ness and hopelessness; pessimism and 
brooding; headaches and concerns about 
health. 

Possibly because of their Cambodian 
values, there was no social acting-out be* 
havior, truancy, other disruptive school be- 
haviors, or drug use. 

a Age/sex: No relationship between the 
Cambodian experience, age, or sex and the 
presence of a diagnosis (CGAS). 
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liable 2. Childhood Trnmnn Studies (eootiiiiied) 



Violence (continued) 
Author Subjects 



Terr 1983 



Study 

4 years after a kidnapping fxvm a schooibuo 

Group size > 10: no 
Time period: 4-5 years after 
Control group: no 
Selection: original subject^^ 
Queetioned: child 
Instrument: clinical interviews 
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Findings 

• P^rect/cbild: Relst'onsbip of family 
pathology to lack of community bonding; 
recent family problems and individual vul* 
norabilHsee vrere related to severity. 
^ Symptoms: Occasionei iracuriences of 

aumatk anidety; not w^otti^ 
about the victimiasdion; Jears; supptwuoD or 
oQQBcious avoidasioe of thoughts about the kid- 
na;]|>ing; abaeooe of deoial cf estaroal reality: 
mecnory <£ the tiauma but foc]getAilne» abcut 
symptoms, only four chiUmi with i^lated 
proUems in school pedTormanoe; emotiooal dis- 
tancing thiough u^ cf metaphor, physical sen- 
sation^i wheoc recalling the traum ^ dis^piaxmmt 
of aifect; misperce^ioni^; penoeptual ovet^ 
generaliiations resulted in startle teactionfl, 
suspicions, and physical disoomftwt; continued 
time distmiion; omens; fbreshcxTteoed flstuie; 
peasimism; nightmares; posttraunmtic play; 
rsenactmeuts or xepeated physical scraationa 
Overtime: mere evklent--6hfiane, thought sup- 
pression, denial and tepieasion of symptoms, 
u nlink i n g of memories from aflfect, memories of 
misperoeptiotts, sense of foreshorteoBd futui^ 
death dreams, and the dangerous nature, oon- 
tagion and repetition cf posttraumatic p^y and 
reenactment; disappear— some fears, exact 
repetitioos in dreems. 
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Table 2* Childhood Trauma Studies (continued) 



Violence (continued) 



Author 

Pynoos el al 
1987 



Subjects 
n= 159 
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Study 

Los Angeles children exposed to a sniper 
attack on their elementary school 
playground 

Group ^ire >10: ye:> 
Tim^ period: 1 month after 
C. .i^rol group: yes 
Selection: random 
Questioned: children 
Instrument: PTSD Reaction Index 
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Findings 

• Exposure: PTSD symptoms and 
severity level increased as the degree of 
exposure increased. 

# Symptoms: PTSD symptoms: More 
than 10% reportod identification of the 
event as an extreme stressor, getting upset 
when thinking about the event, fear of 
recurrence of the event. Fewer than one- 
third reported experiencing loss of interest 
in significant activities, difficulty paying 
attention, interference with learning, 
estrangement and interpersonal distance, 
or guilt Significant differences between 
exposure levels for all but two items, fear of 
recurrence and guilt Symptoms always 
present in severe reaction: interpersonal 
distance, reduced interest in activities, dif- 
Acuity paying attention, sleep disturbance, 
intrusive imagety, intrusive thoughts, and 
emotional avoidance. Children with mild 
or no reactions almost never reported a 
reduced interest inactivities, interpersonal 
distance, or guilt. Increased knowledge of 
the victim significantly related to increased 
symptomatology. Previous trauma and 
worry about a sibling not statistically sig- 
nificant Previous trauma elicited renewed 
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Tabic 2. ChUdhood Trauma Studies (continued) 



Violence (continued) 



Author Subjecti, Study 



Findings 

thou^ts and images the piwious event. S 

Children in all expodure groups identified SjJ 

worry about a sibling's safety as source of O 

extreme sfcresij and continued to have *^ 

specific anxieties about it. ^ 

• Age, 8*;x, and life events: No significant § 

difference for age, sex, or previous life ^ 

^ exposure level. p 

1 
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CHAPTERS 



Conduct Disorder: 
Risk Factors and Prevention 

D. R. Offord, M.D. 
Department of Psychiatry, McMaater University 
Hamilton, Ontario 

Introduction 

The essential feature of conduct disorder, according to the Diagnostic and 
S^L^Manual of Mental Disorders (DSM III) (APA 1980 . is "a repetitive 
and persistent pattern of conduct in which either °I 
major age.appropriate societal norms or rules are violated. The conduct is more 
riLLntheotdinarymischiefandpranksofchildrenandadoleac^ 
1980 p 45) DSM in divides conduct disorder into four specific subtypes Dasea 
on the presence or absence of adequate social bonds and the P^^^^J^^.X^^X 
of aggressive antisocial behavior. The validity of °^ 
suSgories of conduct disorder is controversial (Rutter 1978; APA 1980). 
There is no disagreement that conduct-disordered children are « heterogenous 
group- the disa^eement centers on how children with this disorder should be 
subclassified (Offord and Waters 1983, pp. 650-682). 

Another diagnostic issue in conduct disorder is the number, type, duration, 
frequency or intensity, and severity of antisocial symptoms necessary for a 
diagnosis It is clear that most children display some antisocial behavior at some 
time (Gold 1966; OffoixJ et al. 1986a). The threshold at which the persistence 
and severity of antisocial symptoms warrant a diagnosis of conduct disorder is 
to a considerable extent arbitrary (Offord and Boyle 1986). Slight changes in the 
threshold can, for instance, significantly alter prevalence rates of conduct disor- 
der in a cross-sectional community survey (Boyle et al. 1987a, b). 

The term "delinquent children" usually refers to those who have been caught 
by the police and processed through the court system. The evidence sugge^ 
that delinquent children represent a subgroup of seriously conduct-disordered 
children. The youth who become involved with the police and the courts are 
among those with the most numerous and severe antisocial behaviors (West and 
Farrington 1973, 1977). 

ThiTp^per was prepared for the Project Prevention initiative of the American 

Act " ' ' ' ^i.T,_..- 
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Two further points about diagnosis should be made. First, a substantial 
proportion even a m^ority, of children with conduct disonler mVhave other 
p«ychiatnc diagnoses (Offoni and WateiB 1983; Oflford et al. rgsT) The mo^ 
common overlapping diagnosis is attention^eficit disoixler with hyperaxtiX 
SeconMhe vast majority of children with conduct disonlTvdlUave £ 
dm^osedonthebasBofonesou«e(e.g..parentorteacher)^^^^^^ 

isuSt ^^'^tributing CO a diagnosis of conduci disonler ^ 

kTS^ the necessary severity in one situation (e.g., schoolor 
home) but seldom across situations (e.g., school and home). 

h.^^^^'^^iS^'^ constitute a heavy burden of suffering. They 

havel^nnoted,forinstance,tocomprisethelargestsinglegroupofe^^^^^^^ 
dBturbed children treated or untreated (Rutter et al. 1^70^^^^ ml) 
CWdren and adolescente with the disoixler have impaired func ioSng^n many 

S n «dH /f^'^'r'^."' ""^ relationships (Offonl and WaZ 
1983). In addition, they have a poor adult prognosis; haffof them have serbus 
peychoBocial daturtencee in adulthood (Robins 1970; Rutter and SrTgSS) 
Conduct^isordered boys and girlshave«^^ 

^Khiatric diagnoses. As adults, the males havVmore ^3lLing Sere 
(eg., antisocial personaUty, alcohol and drug abuse) than feS anTft! 

'^-^ aimSTSrvfrLl 

1987)^ pTr^riv i^:^' ^ «^«ral reasons (Offonl 

1987). Firat, by tne time conduct^lisordered children (and their families «m 

sZ?fh 'r'T.' ^ T'"!^' '^^y have suffer^ a^iTd^ 

SwStr^l^^^^^^^^^ 'TJr <*-PPO-ting (0^:tl a^d 

xwiisnaa-atreet 1983; Rutter and Giller 1983). Few studies have shown mnvin,. 

^ 'T'^™ of treatment I'S^e^Xrsu^ 

geets that some treatments may have had adverse ftff«pfia ~i=iKi u 

Hfrnlu^' f 1 y*"^' " " ^T*"™. treatmeut would be very 
Uie most in need of treatment (Rutter et al. 1970; Langner etTl974 

or topics and data, n.„.t be "^ZZi^ZZ l^XXt 
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CONDUCT DISORDER 



the field and does not profess to be exhaustive in its coverage of the various 
areas. Its coverage of delinquency, using the legal definition, is not extensive 
because the focus is conduct disorder. The paper begins with a review of some 
general points about risk factors and then presents, in a cntical way, the 
evidence on risk factors for conduct disorder. It examines the significance of 
reported primary prevention programs for conduct disorder and concludes with 
su^estions for future research. 

Risk Factors 

To qualify as a risk factor for a disorder, a variable must meet three criteria 
(Department of Clinical Epidemiology and Biostatistics mi): 

1. The presence of the variable must be associated with an increased prob- 
ability of disorder; 

2. The occurrence of the variable must antedate l.h« onset of disorder; and 

3. There must be evidence that the variable plays a causal role in disorder. 

Criterion 1 defines a correlate of, ov a marker for, a disorder. Criterion 2 is 
essential if the correlate is to qualify as a mk factor. In the absence of criterion 
2 a correlate is not a risk faclor but may be a part of the disorder or a 
consequence of it. Criterion 3 ensures that the oJjserved relationship between 
the variable and disorder truly is a causa) omi. Evidence for this could include, 
for instance, that a change in "-severity of the variable is associated with a 
change in the incidence of disorder, or that the mechanisms whereby the 
variable exerts its causative influence on disorder are known. It also must be 
shown that the observed relationship between the variable and disorder is not 
the result of another risk factor. 

Table 1 pro- .des date on potential risk factors. It rates the variables accord- 
ing to the three qualifying criteria for risk factors and indicates wh«ither the 
variable or its mechanisms of action are j^otentially modifiable. In addition, 
teble 1 provides date on so-called protective factors, which aUo must fulflU the 
three criteria outlined above. For criterion 1, however, the variable must bo 
associated with a decreased rather than an increased probability of disorder. 

Individual Characteristics 

Sex 

Conduct disorder is more common in boys than girls. In the Isle of Wight 
(lOW) study (Rutter et al. 1970), for instence, the rate of conduct disorder in 10 
and 11 year olda was 6.0 percent for boys and 1.6 percent for girls, reeulting in 
a boy.giri ratio of 3.8:1, Similarly, in the Onteri Child Health Study (OCHS), 
a province-wide community prevalence survey, tl e rates for boys and ^^^'^f^ 
4to 11, were6.5 percent and 1.8 percent respectively, for a boy:giri ratio of 3.6:1 
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(Offord et al 1986a). In 12 to 16 year olds in the OCRS, however, the rates in 
adolewent boys and girls were 10.4 percent and 4.1 pereent, respectively 
reBultmg,nareducedboy:girlratioof2.5:l. This reduced rVtio is ikrgel^reeuU 
of he later onset of conduct disorder in girls; the average age of onset in boys is 
9 to 10, and in girls it is 12 to 13 (Ofifoid and Watere 1983). TTie male 
preponderance of conduct disorder appUes whether the data are based on self 

19M OffoIS^ y 'fKSf^^'r ^J'",^ delinquency statistics (Rutter and GiUei 
1983, Offord et al. 1986o) The finding appUes strongly to school-age chUdi«n 

m^htir^^'isS^^^^ ' " "^'^^^ pn«ch:?rchildr.n 

A.,^^L^^,^^'^ mechanisms explain the male p«9pondeiBnce in con- 
duct disorder. The two m^jor ones are the boys' greater aggreesivity (Maccobv 
and Jacklm 1980a, pp. 92-100, 19806) and the boys' ap^3y «eat^t 
nerability to family upset or marital discord (Rutter and GUler 1983) Thus 
alUiough the nsk factor, sex, is not modifiable, the mechanisms by which it may 
produce increased rates of conduct disorder are potentially modifiable. 
Race 

r''' relationship between race and antisocial behavior 
has focused ou teenage youth. Evidence from several studies comparing black 
and white youths m the United btates indicate that blacks have oainSd 

?«?nfr ^"T ^'"^^^ Hindel^g 1978; Hinde^f 

et al. 1979; Elliott and Ageton 1980). This black-white dm^erenie pmbablv 

IS unc ear, however, to what extent the differences are explicable bv other 
variables such as ar^a of i^idence, family cirx:umstances, fr HvTng condit oS 
mutter and Giller 1983) In the United Kingdom, findings on JJa!dZt£^ 
behavior show that the delinquency rate fo? Asians has^nsfate^tl7b^n e^ud 
to Of lower than that of the white population. In contrast, the an^Trate for 

''^^ ^or s^im: 

(.osanotextendtoemotionalprobfeimortothehoiu^ 1974) 

hflttTif ""r*"'^"? is '^^--^ ^ partly a ruction to the unusuLly 
hi^ rate of educational retardation among these children (Yule et al. 1976) and 

wth a high frequency of behavior problems (Rutter etal. 19756). Thewvchoe^ 
cia comkt^ of the.0 behavior pix)b!em3 wei^ similar to those found forwWte 
cu.ldren ;^th one important diffei^nce: Conduct disorder wer^ esSw 
c«mWest Indian girb, compared with theiri^lativeinfrequ^^^^ 
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North American Indian children have been reported to have higher ratee of 
emottnalT«turbance.includingan^^^ 

««rlv school vears through adolescence (Beiser 1981; Green et al. 1981, iseiser 
^^M^ JSb2). Th^ B'udies of North Wean Man^^^^^ 
been criticized on three m^or methodological grounds. First, few «*«dies have 
Sn able to identify clearly a welMefined population denominator on which to 
itrma^of the prevalence of mental health problems (Manson and Shore 
^STl) sioTd t^e^k of distinguishing those Indian children who have a 

mel Ser\?:m thc«e who do not is -'"-jy^nS^G^^^^^^^ 
dofmos whether a given set of behaviors is "deviant" (Beiser 1981, Cxreen et at 

trnThetSr^m^^ 

relet velyinexpensivesoureeeof data, such as records of mentalhealthfa^^^^^^ 

^h^Su^^eads to the int«)duction of important potential b>as^ tha^^» 
riultininaccurateandmisleadingpmalenceestimates(ChambersandWood. 

waid 1980; Meketon 1983). 

In sumi5)ary, some variations in the frequency of conduct disorder antisocial 
behro"delinquency have been reported for ^^^^fj^'f^'^'^;^ 
MetSogical consSerations aside, it is likely that much of this "lat>ons^^^^^ 
can be accounted for bv location of residence and living conditions and by family 
and Bch^^it^^^ that are related to both race and conduct disorder. 

Body Build 

Several studies of institutionalized delinquents (Epps and Parnell 1952; 
Gbeck and Glueck 1956; Gibbens 1963) have reported that delinquent boys 
werralZt twice as likely as nondelinquents to have a mesomorphic or 
rulla" biild. It is likely, however, that this Ending a^h^^^^^^^ 
institutionalized delinquent population (Rutter and Giller 1983 . I* » probaWe 
that delinquents with a mesomorphic build. beca«s«/.^"^^^^ 
stro- »er Iwk, are more likely to be incarcerated. For instance. West ana 
Famx;gton'8Study(1973)of411workingH.lassbo3^inl^ndonfoundno^^ 
tiou biween delinquency and either height-we^ght ra lo or strength of^ip as 
measured by a dynamometer. The British National Sui^ey of Health and 
SSpment (Wadsworth 1979). a birth cohort longitudinal study, found th^ 
SXuts tended to reach puberty later than nondelinquents and to be 
^mewhat smaller and lighter These results were stronger for serious dehn- 
^rand opposite of what would be expected for mesomorphs Thus, there is 
no firm^iden^e of a relationship between body build and dehnquency inde- 
pofldont of institutionalization. 

Chronic Physical Health Problems 

A consistent finding in population surveys of children .^^^^t^,^.^.^^^^^^ 
health With D§"^hiatric disorders and social adjustment problems (Rutter et ai. 

et a) 1987). lu the OCHS (Crxdman et a\. 1987). for instance, children with both 
^ -hronic illness and associMad disability were at a greater than threefold risk 
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n^hE*** rJ^?,i'^''°"!r u""^ considerable risk for social adjustment 
problems Children with chronic medical conditions but no disability at 

SSeln'^'lir T'5 ^""^ ? '7^°'" '""^ peychiatri^iiS bJ 
httle increased nsk for social adjustment problems, was observed Tliese 

communitysurveysdidnot indicate thatthei4forconducrdi^^^h^ 

^^anl^ofir^^^ ThedelinquenTylSretL 
reported an excess of physical illness, accidents, and disabilitj' amonir deHn- 

qMentscomparedwithnondelinquents(RutterandGil^ 

«^fl ""•"^ "»y to-^lo-te variables such » tow 

poor peer relationshipe. and poor school performan« (Cad.^^ 

Brain Damage 

1981- Brera eiS r MIiSk " i™' ' CRutter 1977, 
The mechanisms by which brain damage leads to increased r««^ nf?!n! ; 

Physiological Characteristics 
.he hlolo^oil ..H^nL^^S' ^^:^t^!^^S-XZ 
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criminal behavior maybe the responsiveness of the autonomic nervous system 
(ANS) (Mednick et al. 1986, pp. 33-50). For instance, some data suMi^t that 
adult criminal offenders exhibit lower arousal and slower recoveiy of ANS than 
nonoffenders (Mednick and Volavka 1980, pp. 86-158) and that children of 
criminal offenders show patterns of ANS responsiveness that would be expected 
from their parents (Mednick 1977, pp. 1-8). There is also preliminary evidence 
that ANS responsiveness, measured prospectively, can predict antisocial be- 
havior in children and adolescents (Loeb and Mednick 1977, pp. 245-254; Clark 
1982). 

These autonomic features support a biological basis for the reported reduced 
anxiety and impaired passive avoidance learning following punishment in 
antisocial persons (Rutter and Giller 1983). While several studies provide 
supporting data for this hypothesis in adults, there is a paucity of data for 
children and adolescents. One study (Daviee and Miliphant 1974) of 11 to 16 
year olds with "refractory" behavior difficultiee supports the hypothesis of 
impaired passive avoidance learning. It should be emphasized that the data 
from this area of investigation are limited and, in many cases, preliminary. 

Personality and Temperament 

Considerable work has been done on the possibility that conduct disorder and 
delinquency are associated with preexisting enduring patterns of behavior. 
These patterns are at times included under the term "temperament" and at 
other times under "dimensions of personality." 

This area of research has m^jor methodological problems. First, it is difficult 
to find measures of temperament or personality that accurately assess enduring 
patterns of behavior (Offord and Waters 1983; Rutter and Giller 1983). Meet of 
the work on temperament has employed parental perceptions, which have only 
a modest agreement with external observers (Bates 1980). Second, it is hard to 
separate measures of abnormal temperament from the beginning stages of 
disorder itself. This relates to the previously raised diagnostic issue of the 
difficulty in arriving at a threshold for conduct disorder along the continuum of 
increasing frequency and severity of antisocial symptoms. 

Taking into account these methodological problems, the limited data suggest 
that measures of difficult temperament in infancy do not significantly predict 
childhood behavior problems (Thomas et al. 1968). By age 3 or 4, however, some 
prediction is possible. In West and Farrington's study (Farrington 1986), 
"troublesomeness," as rated by peers and teachers, at ages 8 to 10 was a strong 
predictor, independent of the effects of other variables, of convictions at 10 to 
13. Similarly, other data (G)-aham et al. 1973) reveal that elementary school-age 
children v.ith difficult temperaments, as measured by parental perceptions, 
were far more likely than the normal temperament group to show evidence of 
psychiatric disorder 1 year later. In these latter two studies, it is not clea • 
whether temperamental or personality characteristics are being measured or 
whether the instruments are recording the beginning stages of disorder. 

er|c 2K(; 
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In the delinquency literature focusing on this topic, most investigations have 
revealed differences in personality dimensions between delinquent and non- 
delinquent groups (Rutter and Giller 1983). This literature has two added 
methodological problems; Many of the studies have included only incarcerated 
individuals, and the control samples were usually inadequately matched on key 
variables. Rutter and Giller (1983) concluded that there is probably a minor 
tendency for high measures on Eysenck's neuroticism scale (Eysenck 1977) to 
be associated with an increased risk of antisocial behavior or delinquency in 
older adolescents and young adults but not in younger children. 

Finally, there is considerable overlap between conduct disorder and hyperac- 
tivity (attention-deficit disorder with hyperactivity). Indeed, there is some 
doubt about whether they should be considered separate disorders (Offord and 
Waters 1983; Offord et al. 1986a). There are sparse data on differences between 
conduct-disordered children with and without hyperactivity, althou^ one study 
(Offord et al. 1979) of boys on probation showed that those who were definitely 
hyperactive tended to be more antisocial and had poorer school performance and 
lower birth weights. To what extent conduct-disordered children or delinquents 
have preexisting patterns of reactivity common in hyperactive children is 
unknown. It has been reported, however, that 10- and 1 1-year-old children who 
were diagnosed as having pervasive hyperactivity (identified as hyperactive in 
the home and in the school) had four times the rate of behavior distur- 
bance 4 years later than children originally identified as hyperactive in o'jly 
one setting (Schachar et al. 198 1 ). 

The mechanisms by which children with abnormal temperament develop 
conduct disorder at an increased rate are beginning to be understood. Data 
indicate, for instance, that children of mentally ill parents and with difficult 
temperaments are more than twice as likely as children with easy tempera- 
ments to be the target of parental anger and criticisra and to develop emotional 
and behavioral disturbance (Rutter and Quinton 1984). Children were much 
more likely to be scapegoated in families with marked parental discord. 

Genetic Factors 

The available twin and adoption studies suggest a genetic traa-^-nibsion of 
antisocial behavior and criminality at the adult level (Offoid and Watere 1983; 
Mednicket al. 1986). The data for children are much less convincing In fact, a 
study of adolescent adopted-away offspring of criminal or alcohoUc parents 
(Bohman 1978) could not correlate the social maladjustment of biological 
criminal parents and their adopted-away offspring. The evidence indicates that 
genetic factors do not play an important etiologic role in conduct disorder overall. 
Genetic factors, however, may be a significant causal variable in certain cases. 
They appear to have a stronger effect on a subgroup of criminal adults with 
persistent antisocial behavior, which probably began in childhood in the majority 
of (»see (Robins 1986). It is not at all clear what is inherited. Mednick et al 
(1986) argue for an altered responsiveness of the ANS, but another possibility is 
ce^in temperamental traits ((Joldsn ih and Gottesman 1981). 
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JQ, Learning Disorders, and Educational Retardation 

Thora are data suEeestiiig an association between low IQ and conduct 
dis^e'cSSdetque^^^^^^ lOW study (Rutter et al. 1970). fo. instance 
Set denier ^Is si^ificantly associated with ff^'y^l^^^^l 
boys, but not in girls. In West and Farrington's study (West and Fmington 
1973) low IQ was associated with delinquency, especially P^^^f dehn- 
quency This^association was independent of the "troublesome behavior' van- 
able measured several years earlier. 

Thfl educational retardation of conductniisordered children or delinquents is 
mo^striSi^Xn^ 

the lOW study (Rutter et al. 1970) of 10- and ll-year-old children, ofe-third of 
children severely retarded in reading showed conduct disorder, and one-third 
ofjLndllcrKiisoJeredchi^^ 

(after IQ was partialled out). These associations were maintained even after 
controlling for family size and social class. 

A major issue is the nature of the relationship between poor school perform- 
ance or learning disorders and conduct disorder or delinquency. This relation- 
ship mi^t take three m^or forms (Offord and Waters 1983; Rutter and Giller 
1983). 

FiiBt, children could develop poor school performance or learning disoidere 
as a Consequence of conduct disorder. Although it is clear that school failure 
can accompany and follow conduct disorder, there is little evidence to su^^* 
that learning disorders (where achievement is significantly below IQ level) 
develop as a consequence of conduct disorder. 

The second possibility is that the learning disorders and poor schoolperfonn 
ance antedate the onset of conduct disorder and are etio^ogicaUy linfc^ to it^ A 
number of workers (Rutter et al. 1970; Frease 1972; Go\d and Mann 1972) have 
suggested this possibility. They postulate a causal cham in which ewly school 
failSre leads to feelings of low self-esteem, which in turn P'^^^l^^ ^ 
engage in antisocial behavior in an effort to reise his or her self-esteem and to 
gain a feeling of accomplishment and confidence. Several lines of evidence 
^pport this appreach, especially data Jljat «how thatimproving academic 
performance reduces antisocial behavior (Ayllon and Roberts 1974). 

The third possibility is that the learning disorder, or poor school performance, 
and conduct disorder arise from common or overlapping factors and thaUne is 
not etiologically linked to the other. For example, Sturge and Offord (Stu^ 
1972; Offord 1982a, pp. 129-151) argued strongly that within a relatively poor 
urbai population, the educational retardation and the antisocial behavior ar^ 
froiTcommon or Coexisting adverse family infiuences and that the educational 
retardation itself is not causally related to the antisocial behavior. Thecommon 
factorsneednotbelimitedtopeychosocial ones butcouldinclude temperamental 

characteristics (Rutter and Giller 1983). 
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Studies that prove the relative importance of the second and thiid pos- 
fnil- ^ ™ <*i«»^er have not been carried out 

(Offord and Waters 1983; Rutter and GiUer 1983). Based on current data, it 
appears hkely that both of these possibilities are involved as etiologic factors. 

Psychosocial Factors 

Family Factors 
Parental Deviance 

Parents with severe psychiatric impairment, especially criminalitv, arefound 
much more commonly in the families of antisocial children or delinquents than 

1 Q^rAJT^ X"^'^^ ^^'"^'^ ^^""^^ 1950; Lewis and Balla 

1976; Oflford 1982a; Farrmgton and West 1981). It is likely that in most cases 
the parent s crimmality was present before the onset of conduct disorder and 

and West 1981). The causal mechanisms involved in the relationship between 
parental deviance and conduct disorder are not primarily genetic, but almost 

'^"^^I? ■ ^u ** accompany parental deviance and be 

jnportant m the genesis of conduct disorder (Rutter and Giller 1983) These 
factors include, for example, the modeling by the child of aggressive and violent 
.^I!nf^ ^^^^.'^r^^'J P<>or parenting practices resulting in poor supervision; and 
parental criticism and hostility, marital discord, and reliance on welfare. The 
relative importance of these variables in producing conduct disorder is not 
known (Offord and Waters 1983). u«unier is not 

Poor Parenting 

Poor parental behavior, especially hareh discipline, rejecting attitudes, and 

dlin^^f!'^^"; f ^ ^"^^ocial behavior and 

dehn<3nmncy and to have a significant, independent association with these out- 
comes (Parnngton and West 1981). In addition, detaUed analyses of family 
interactions indicate that disruptions in parental monitoring and di/icipline are 

fL^!? ^" and the problem child become involved in 

extended coercive exchanges, the problem child's troublesome behavior escalates 
and spreads from involving the parent to involving the siblings. Although the^ 

SI7ht^h'''"".^!':*^^'"°^^^^ ^^'^ «~ bidi^tl^iarfherei: 
evKience that the; antedate and are usually hnked to the child's aggressive 

SlT" '^"""i P«~"*«' behavior is 

cT M Lte^ ^"^^^^"^ ^^'^J maintenance of aggressive behavior in the 

child. Intervention programs aimed at reducing the frequency of these coercive 

SlS:'rnT982r ""''"^ " ' """"^^ °' agUivTiZr 
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MariUU Discord 

Marital disharmony has been consistently associated with conduct disorder 
(Rutter et al. 1970; Offoid and Boyle 1986). The important element in the 
often-reported relationship between broken homes and antisocial behavior and 
delinquency clearly is not the broken home itself but the marital discord that 
precedes the break (Rutter and Giller 1983). Further, there is evidence that the 
association between marital discord or poor family functioning and conduct 
disorder is still present after controlling for the effects of sociodemographic and 
parental variablee (Rutter and Giller 1983; OCford and Boyle 1987). The data 
suggest that marital discord often precedes a child's behavior disturbance and 
that a leesening of the discord is accompanied by an improvement in the child's 
behavior (Rutter and Giller 1983). The processes involved in this relationship 
are probably similar to those hypothesized for parental deviance (Offord and 
Watere 1983; Rutter and Giller 1983) and also may include strwses and 
advenities outside the marriage (Rutter 1987). As noted, the relative impor- 
tance of these hypothesized causal mechanisms is unknown (Offord and Watere 
1983). 

Large Family Size 

An association between large family size (usually four or more children) and 
conduct disorder and delinquency has been reported for boys (Rutter et al. 1970; 
Farrington and West 1981, pp. 138-145) hut not for girls (Jones et al. 1980). In 
theOCHS, however, large family size was not significantly related to psychiatric 
disorder (Offord and Boyle 1986). West and Farrington's data (Farrington and 
West 1981) indicate that large family size is related to antisocial behavior and 
delinquency, independent of sociodemographic and parental factors. 

The mechanisms u nderlying this association are not clear but include at least 
three possibilities. The firet is that in a large family, material and educational 
resources, especially among already disadvantaged families, are stretched 
beyond the breaking point (Offord 1982o; Rutter and Giller 1983). This conten- 
tion is supported by the finding that the relationship between large family size 
and delinquency is most marked in poor or disorganized families (West and 
Farrington 1973; Wadsworth 1979). A second possibility is that among boys, 
there can be a potentiation of antisocial behavior (Jones et al. 1980) or a 
contagion effect ^Robins et al. 1975). It has been found, for instance, that the 
level of antisocial behavior among boys in a family was associated with the 
number of brothere in the family but not with the number of sisters (Jones et 
al. 1980). In fact, with the number of brothers in the family held constant, the 
greater the number of sistere, the lower the level of antisocial behavior among 
the brothers. The sistere appeared to suppress antisocial behavior among their 
brothers. A third possibility is that the relationship between family size and 
antisocial behavior is caused by the confounding effects of educational retarda- 
tion (Rutter and Giller 1983). This latter variable is a risk factor for conduct 
disorder and delinquency and is associated with large family size. Under this 
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explanation, the educational retardation, rather than the large famUy size is 
the important causal variable. No data are available allow ranking of these 
proposed mechanisms in order of importance. 

Community and Socioeconomic Factors 

Area and Socioeconomic Class 

1 ??2?r °J dworder is much more common in certain communities. Rutter et 
al. a975a) noted, for instance, that both conduct and neurotic disorders were 

?fo'i7T"°^ o /o^!!?/ ^""^'-^i^y ^ on the lOW. SimUarly, Langner 
et al (1970, pp. 185-202) found that in midtown Manhattan, the fiS^uency of 
psychiatric impairment among children increased markedly in drjscending 

° * '^u^^^^L."^ "^^^ percentages of childrei 

with impairment for high-, middle-, and low^income groups were 8, 12. and 21 

^ ^ ^' ^^^^ « significant relation! 

ship between conduct disorder and several measures of socioeconomic disad- 
vantage, including welfare status, subsidized housing, low income, 
unemployment, and overcrowding The strongest relationship with conduct 
disorder among these variables occurred in the case of welfare status The 
delinquency literature also suggests at least a modest association between low 
social class and delinquency, which becomes stronger when serious and violent 
cnme is at issue (Rutter and Giller 1983). 

Why are inner cities and low socioeconomic class associated with conduct 
disorder and dehnquency? The reasons are not completely underetood, but they 
^nLT^^!L^^'^V^ni^'^ reflected in the under-the-roof culture of the 

SSihli^'^'i^^T \?!?} "«PP««thatchildrenacr<«ssocialclassesbecome 
psychiatrically disturbed for similar reasons. For in8te.nce, in both the lOW and 
the inn or-Ixmdon borough (Rutter etal. 1970, 1975a), "sychiatrically disturbed 

ilhTj'^'tf !?• ^rir "^'"^ marriage, were more likely to have 
psychiatri^lly disturbed parents, and came from larger families than other 
children. All these factors were more common in the inner-London borough A 
rn^or reason, then, for the increased prevalence of psychiatric disturbance in 
poor areas is the excess of factors tha*, result in a disturbed under-the-roof 
culture or family. A consequence of this is that children without these correlates 
are at low risk for developmg psychiatric disturbance reganilees of whether they 
live in poor or middle^^lass areas. Another corollary of the central importance 
of the under-the-roof culture of the home in producing psychiatric d^Xt 
that the association between poverty and child psychiatric disturbance is not 
independent of parental and family factors. Moststudies (Robins 19TRutter 

Peer Groups 

n«3w!lf ^ ^"^T^ characteristics of groups in which children 

STSSl^T important bearing on their behavior (Maccoby 1986, 
pp, 283-284). More specifically, evidence at both the preschool (Patterson et al 
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1967) and school-age levels (West and Farrington 1973) shows that the peer 
irroup may play a part in the acquisition and maintenance of aggressive 
behavior. Some reports support the idea that if antisocial youth abandon their 
antisocial peer group, their level of antisocial behavior diminishes (Knight and 
West 1975; Osborn and West 1980). The data are sparse and suggestive only, 
and thus the importance of peer groups in the etiology of conduct disorder is not 
well established. 

Schools 

There is evidence that the quality of high schools can have dramatic effects 
on students* academic achievement and behavior during and after their school 
careers; these effects appear to be independent of the students intake charac 
teristics, both academic and behavioral (Rutter et al. 1979; Rutter 1983)^ The 
participating schools varied greatly on a number of measures of students 
success, including behavior in the classroom, rates of attendance, level of 
delinquency, examination success, college entrance, and employment dunng 
and after leaving school. The factors fostering students* success were numerous 
but did not include several variables commonly considered important, for 
example, resources, size of school, size of classroom, and amount of punishment. 
The positive factors included balanced intake of students with differing scholas- 
tic ability, emphasis on academic achievement, reasonable discipline, effective 
techniques of classroom management, pleasant working conditions for the 
student, ample opportunities for student participation and responsibilities, and 
excellent relationships between the administration and the staff. Although 
certain high schools appear to increase the risk of antisocial behavior, it is not 
clear to what extent a "bad** school can be changed into a "good*' one. 

Television 

Evidence suggests that television viewing has an impact on childrens* at- 
titudes and behaviors, and that in a certain group, probably small, it can play 
asignificant role in promoting aggressive behavior (Rutter and Giller 1983; Eron 
and Huesmann 1986, pp. 285-314). Specific factors rre associated with in- 
creased television viewing in children. For instance, the viewing of violence on 
television can lead to heightened aggressiveness, which in turn appears to 
increase viewing of television violence. In addition, children who are less 
popular and do poorly in school tend to watch more television, thus viewing more 
violence (Eron and Huesmann 1986). This chain suggests that the effects of 
television violence will be most marked on children who already are at increased 
riak for antisocial behavior. 

Physical Environment 

Some data suggest that the physical design features of buildings and the 
amount of surveillance may affect the amount of antisocial behavior in a 
community (Newman 1973; Rutter and Giller 1983). Results indicate that 
reduced vandalism is associated with both greater surveillance and a physical 
H^>Rign that provides geographic areas for which the residents feel responsible 
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(Newman 1973; Wilson 1978). In these studies, the residents' characteristics 
(e.g., number of one-parent families, number of children) were more important 
than surveillance or design variables in predicting vandalism. However, situa- 
tional and physical enrichment factors appear to have an independent effect in 
the production of antisocial behavior, but their strength is not known. Further 
It IS not clear whether modifying these factors reduces antisocial behavior or 
simply displaces it to a different location or to a different type of behavior. 
Labeling 

In labeling theory (Scheff 1966; Lemert 1967), society's rear tion to an actual 
or primary behavioral deviation, rather than correcting it, provokes a stronger 
and more enduring secondary deviation. Evidence suggests that being ap- 
K^i®7^®?JlS '^l'** "^^^^'o^ >n you^ 

(Gold 1970; Famngton 1977; Farringtonetal. 1978). The mechanisms involved 
are not well understood, but the apprehension itself appears to lead to increased 
antiauthority attitudes and perhaps to a change toward more^eviant peer 
groups. To what extent labeling is involved in producing conduct disonier is 
unknown. 

Protective Factors 

The term "protective factors" refers to variables that improve a person's 
^m^'^^ino^^ environment that places that person at high risk for dUorder 
(Rutter 1985). This interest grew out of the observation that a significant 
proportion of children from high-risk backgrounds appeared to have relatively 
^JS."^-^^ outcomes. Those in this good outcome group originally we 4 
referred to as 'invulnerable children" (Anthony 1974); more recently, they ha re 
been called resilient children" (Masten and (Jarmezy 1985, pp. 1-52) The 
number of children from high-risk backgrounds who are free of adjustment 
problems IS quite small once measurement difficulties are taken into account 
^l^Z . i^Jf lP«y^>«*"« outcomes is considered (West and Farrington 
1973 West 1982) The work on protective factors is preliminary, and a number 
Oi potential candidates are now discussed (Rutter and Giller 1988). 

Characteristics of the Social Group 

«nH«^- t^u ^}^- ^ voluntary change in peer group may prevent 

antisocial behavior or delinquency. In West and Farrington's (1973) study 
peisistent recidivists (those who had court convicMons in late adolescence) were 
more likely than temporary recidivists to continue going around with an all- 
male group (Knight and West 1975; Osborn and West 1980). Causal inferences 
are made uncertam by the difficulty in matehing the family backgrounds of the 
recidivists end nonrecidivists and the impossibility of knowing whether the oeer 

ff? in?^ 1 suggest that the association between good parontal supervision 
and low delinquency rates in high-risk environments may be media Jd in part 
by effective control of peer group activities (Rutter and Giller 1983). 
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Oiherevidencesupporting the possible protective function of achangein peer 
group comes from Ruttei^s data (Rutter et al. 1979) indicating that the differ- 
ences among the rates of antisocial behavior of students in various hi^ schools 
may have been dependent on the characteristics of the groups of students at 
intake. These peer group characteristics included amount of behavioral devian- 
cy^ intellectual level, and ethnic background. Similarly, it may be that the 
reduction in antisocial activities following school dropout is partly due to a 
chang? in peer group (Elliott and Voes 1974; Bachman et al. 1978). Finally, 
theie is information to suggest that changes in living situations can reduce 
delinquency, due in part, perhaps, to a change for the better in the peer group 
(West 1982). 

The data on this issae, while consistent, are sparse and focus primarily on 
adolescents who already have serious antisocial behavior. The data currently 
cannot point to a clear causal connection between the presence of the 
hypothesized protective factor and the reduction in the incidence of conduct 
disorder. 

EmploymetU 

There is a consistent association between unemployment and delinquency 
(Wootton 1959). The question at issue is whether holding a job reduces the risk 
for deviancy in persons at increased risk for antisocial behavior. Longitudinal 
studies focusing on this issue are almost nonexistent (Rutter and Giller 1983). 
However, Bachman^s longitudinal study (Bachman et al. 1978) of male adoles- 
cents in the United States did show a weak association between employment 
and self-reported antisocial bdiavior, controlling for previous level of antisocial 
symptoms. Measurement and matching difliculties in the study make the 
\ulidity of the results uncertain. In any case, this hypothesized protective factor 
could not be of mc^or importance in conduct disorder because of the age 
restrictions on the diagnosis. 

Change of Circumstances 

Do improvements in social circumstances lead to a reduction in antisocial 
behavior? There is evidence that among ch ildren who were separated from their 
parents early, those who subsequently lived in discord-free homes had fewer 
conduct disorders than those who lived in homes with disharmony (Rutter 197 1 ). 
Similarly, it has been shown that the diminishment of the disturbed behavior 
of children of divorcing parents is related to the extent to which the divorce 
improves family relationships (Heatherington et al. 1978; Wallerstein and Kelly 
1980). Again, these fmdings apply primarily to children who already have a 
good deal of disturbance. It has not oeen shown directly that changes in 
circumstances prevent new cases of conduct disorder among children whose 
original environment would place them at increased risk for this condition. 
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Good Relationship 

It has been shown that children from discordant homes who have a good 
relationship with one parent are less likely to develop conduct disonlers than 
those from the same circumstances who do not have this good parental relation- 
ohip (Butter and Giller 1983). The results of several other studies suggest that 
a good relationship with an adult inside or outside the family may reduce deviant 
behavior in children from high-risk families (Rutter and Giller 1983; Reitsma- 
Street etal. 1985). 

Compensatory Good Experiences 

The extent to which good experiences outside the home can reduce antisocial 
behavior in children from high-risk families is not known. The literature 
suggests good . ^ools (Rutter et al. 1979), good nonacadamic skill development 
programs (Jones and Offord 1989), school competence (Rutter et al. 1976c; 
StiflTman et al. 1986; Rae-Grant et al. 1986), and activity participation and 
competence (Rae-Grant et al. 1986; Stifftnan et al 1986) as candidates for 
protective factors. In each of these cases, the data are encouraging but not 
conclusive. In the OCHS, for instance, among children ages 4 to 1 1, being a good 
student and participating in sport and nonsport activities had an independent 
effect on lowering the prevalence of psychiatric disorder even after controlling 
for level of risk (Rae-Grant et al. 1986). In the 12- to le-year-old group, the 
findings were confirmed only for the variable of being a good student. Similarly, 
among children whose parents were emotionally ill, activity participation and 
competence made important independent contributions to the prediction of child 
behavior problems (Stiffman et al. 1986). 

In a recently completed demonstration project, children living in a publicly 
supported housing complex who were exposed to a nonschool skill development 
program showed lower levels of antisocial behavior, as indicated by community 
measures such as vandalism and police calls, than children living in a com- 
parable housing complex who did not receive the intervention (Jones and Offord 
1989). In addition, the potential saving from this reduction in antisocial be- 
havior in the community greatly exceeded the cost of the program. 
Hypothesized mechanisms accounting for this beneficial effect include improved 
self-esteem and better time use anong the children, as well as increased 
opportunities for them to identify with competent non-antisocial adults. A 
m^or issue with all these data is the extent to which the compensatory 
experience is known to antedate the onset of the disorder. 

Coping Mechanisms 

Coping has been conceptualized to include the individual's attempts both to 
directly alter the threatening conditions and to change the appraisal of them to 
avoid feeling threatened (Rutter and Giller 1983). The meet common school-age 
child-focused programs aimed at improving coping are affective education and 
8<Kial problem-solving training (Durlak 1985). The aim of affective education 
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is to improve children's emotional and social acyustment by increasing their 
awaienees and acceptance of the ways in which feelings, attitudes, and values 
influence interpersonal behavior (Medway and Smith 1978; Baskin and Hess 
1980). It 18 hoped that gains in these areas will result in improvements in social 
and emotional adjustment. The results of outcome studies have been disap- 
pointing; the improvements in adjustment have been confined, in general, to 
self-ieport instruments with no extension to more objective measures (OfTord 
1987). 

Social problem solving contends that interpersonal cognitive problemnsolving 
competence allows the growing child to relate to peers and adults in healthy and 
satisfying ways (Spivack and Shure 1974; Spivack et al. 1976). The contention 
is that this should promote good adjustment and prevent psychosocial difficul* 
ties, including conduct disorder. Althou^ children can be tau^^t to improve 
cognitive problem-solving skills, it has not been shown consist antly that im- 
provement in these skills results in improved emotional or social adjustment 
(Durlak 1985; Oflford 1987). 

In summary, the improved coping techniques that have been taught have not 
been shown to improve the children's psychosocial adjustment. 

Possibilities for Prevention 

The role of epidemiology in prevention is to identify risk factors and then to 
postulate causal chains leading to disorder (Robins 1978). Subsequently, 
programs aimed at breaking the causal chain should be launched. Then it 
should be determined^ through rigorous evaluation, whether the incidence of 
disorder is reduced as a result of the intervention. 

The formation of causal chains involving risk and protective factors is a 
complex process. Some factors act in an additive fashion. The effect of the 
etiologic factors together is equal to the sum of their effects in isolation. Brain 
damage and an adverse environment are examples of additive factors in produc- 
ing psychiatric disturbance in the child (Rutter 1977). In other cases, the 
presence of one risk factor may potentiate the negative effect of another. For 
instance, the effect of low birth weight on intelligence is most marked in children 
who come from particularly disadvantagud social circumstances (Sameroff and 
Chandler 1975, pp. 187-244). Another mode of interaction among etiologic 
factors is transactional; in wh ich one factor increases the likelihood of experienc- 
ing another. For example, in families where scapegoating occure, the child with 
a difficult temperament is most likely to be the one who is scapegoated (Graham 
et al 1973). Finally, there is evidence that in some cases factors can interact in 
a nonadditive or interactive fashion (Rutter and Giller 1983). Here the sura of 
the effects of the joint factors is different from the effects of the factors considered 
individually. A further complication in this area is that these interactions 
among factore vary with the child^s stage of development and can be understood 
^ / in a limited way by cross-sectionai studies (Rutter 1985). 
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As shovm in table 1, fewer than half the correlates qualify without reservation 
as risk or protective factors according to the criteria of being associated with an 
increased or decreased prevalence of conduct disorder, antedating the onset of 
the condition, and having a causal relationship with th^ disorder. None of the 
potential protective factors fulfills all three criteria. Of those variables that 
qualify or may qualify as risk factors, some (sex, race, and genetic factors, for 
example) clearly are not modifiable. These variables, along with correlates that 
have not been shown to be risk factors, cannot be candidates for change in 
primary prevention programs but can act as markers indicating populations 
with an mcreased prevalence of conduct disorder. As mentioned earlier, how- 
ever, although a risk factor such as sex is not modifiable, the mechanisms by 
which male sex results in an increased rate of conduct disorder may be amenable 
to intervention. One other point should be kept in mind when choosing par- 
ticular risk factors as critical variables in a primary prevention project. Some 
risk factors, such as brain damage, are so rare that even if their ftwjuency could 
be lesMned, this reduction would not be expfxjted to prevent a sizable number 
of conduct disorders. The attributable risk (Lilienfeld 1976) associated with 
brain damage is small. 

Some of the variables that appear to qualify as risk factors and show some 
promise of being able to be modified themselves or through their mechanisms 
include sex^ce, chronic physical illness, personality and temperament, educa- 
tional retardation, parental deviance, poor parenting, marital discord, large 
family sire, socioeconomic olaas, schools, television, and the physical environ- 
ment and situational effects (table 1). There is little direct evidence tliat 
reducing the frequency or severity of these variables actually reduces the 
incidence of conduct disorder. Preliminaiy evidence for this exists for marital 
discord, poor parenting, and educational retardation (Rutf«r and Giller 1983- 
Bernieta-Clement et al. 1984; Ofl"onI 19B7), but few data of this type are 
available for other risk factore. 

riJ^S^'JooT'®'*'® °^ primary prevention of conduct disoixler (Joffe and 
OfTord 1987) and emotional and behavioral disordere (Offord 1987) reveal 
encouraging leads but few well^tablished facts. The relevant literature 
reviewed in the remainder of th is paper is organized according to the three types 
of programs directed at specific target groups: milestone, high-risk, and com- 
munitywide. Milestone programs focus on children at a given age or develop- 
naental Ifvel. High-risk programs restrict themselves to certain groups of 
children thought to be at increased risk for conduct disoider. Communitywide 
programs focus, not on particular children, but on a population of children-for 
example^hoee living in a specified geographic area or attending a particular 
school. The most promising programs are those ba^ed on the risk factors and 
mechanisms of causation for which the most solid data exist (see tabk 1) 



Table t Ratings of Potential Risk Facton of Conduct Disorder on Selected Variables 



Variables 



Strength of Relationship Antedates 
with Disorder Disorder 



Causal 
Relationship 
with Disorder 



Variable or Its 
Mftchanisms of Action 
Are Potentiall)^ 
Modifiable 



(A) Individual 
Characteriatica 

(i) Sex 

(ii) Race 

(iii) Body Build 



(iv) Chronic Physical 
Illness 



(v) Brain Damage 

(vi) Physiological 
Characteristics 

(vii) Personality & 
Temperament 



Boy.girl ratio 2-4:1 

In some cases 1.5*2:1 

Meeomorphy 
2:1 in institutionalized 
delinquents 
2-3:1 

2-5:1 

Not firmly established 
Not firmly established 



Yes 

Yes 
Yes 

Yes, probably 
in majority 
of cases 

Yes, usually 

Yes, at least 
in some cases 

Yes 



Yes 

Probably not 
No 

Yes 
Yes 

Unknown 
Yes 



Yes 
Yes 

Not applicable 
Yes 

Yes 

Unknown 
Yes 
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Table L Ratings of PotoptfalRtok Factors of Conduct Disorder on Selected Variables (continued) 



Variables 



Strength of RelatioQahip Antedates 
with Disorder Disorder 



(viii) Genetic Factors Not strong 

(ix) IQ, Learning 
DisordetsA 
Educational 
Retardation 



Reading retardation 
2-3:1 



(B) Psvchosocml F^\Qrfi 

(i) f^iuailY Fflyt^pf 

(a) Parental 
Deviance 

(b) Poor Parenting 

(c) Marital 
Discord 

(d) Large Family 
Size 

(ii) ??mfflvnitYyif^ 
Socioeconomic 

(a) Area and 
Socioeconomic 
Class 



Parental criminality 
2:1 
2:1 

1.5-2:1 
1,0-1,5:1 



2:1 



Yes 

Probably in 
some cases 



Yes 

Yes 

Yee 

Ye6» usually 



Yee 



Causal 
Relationship 
with Disorder 



Yes 
Yes 



Yee 

Yes 
Yes 

Yes 



Mixed data 



Variable or Its 
Mechanisms of Action 
Are Potentially 
Modifiable 



Unknown 
Yes 



Yes 

Yes 
Yes 

Yes 



Yes 



85 

1 
1 
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Table L Ratings of Potential Risk Factors of Conduct Disorder on Selected Variables (continued) 



Variable or Its 
Causal MechaniBina of Action 

Strength of Relationship Antedates Relationship Are Potentially 

Variables with Disorder Disorder with Disorder Modifiable 



(b) Peer Groups 

(c) Schools 

(d) Television 

(e) Physical 
Environment 
A Situational 
Effects 

(0 Labeling 

(C) Protective Factors 

(i) Characteristics 
of Social Group 

(ii) Employment 

(iii) Change in Social 
Circumstances 

(iv) One Good 
Relationship 

iv) Compensating 
Good Experiences 

(vi) Coping 
Mechanisms 



UnknowE 
2:1 

Unknowa 
Unknown 



Unknown 

Unknown 

Unknown 
Unknown 

Unknown 

2-3:1 

Unknown 



Unknown 

Yes 

Yes 

Yes 



Unknown 

Unknown 

Unknown 
Unknown 

Yes, p x>bably 
in some cases 

Unknown 
Yes 



Unknown 
Yes 

Probt^ly 
Probably 



Unknown 

Unknown 

Unknown 
Unknown 

Unknown 

Yes 

Unknown 



Yes 
Yes 
Yes 
Yes 



Yes 

Yes 

Yes 
Yes 

Yes 

Yes 

Yes 
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Milestone Proiprams 

Interventions aimed at reducing mental retardation (Ramey et al. 1984)^ 
educational retardation in the early school years (Gray and Klaus 1970)^ and 
brain damage in the perinatal period (Magrab et al. 1984^ pp. 43-73) would^ if 
effective^ be expected to reduce the incidence of conduct disorder. The Perry 
Preschool Project (Berrueta-Clement et al. 1984), a well-designed preschool 
educational program^ provides some evidence ofa reduction in delinquency and 
self-report antisocial symptoms in the experimental group, compared with the 
control group, up throu^ age 19. The resultSi thou^ somewhat inconsistent, 
are promising enough to warrant attempts at replication. Preschool programs 
that result in improved behavior and school performance in the early school 
grades might be considered successful in preventing conduct disorder because 
behavioral and scholastic difficulties in the early school years are themselves 
indicatore of increased risk for conduct disorder. Based on the data in hand, 
first-rate preschool programs are a promising primary prevention intervention 
for conduct disorder. Clearly, further randomized trials are needed to test the 
effectiveness of various types of preschool programs in reducing childhood 
educational and behavioral morbidity. 

The development of effective programs to improve parenting skilb and to 
reduce marital discord v/ould be expected to reduce the incidence of conduct 
disorder in children and adolescents. Evidence indicates that the programs 
should focus on reducing parental criticism and anger toward the child (Far- 
ringlon and West 1981; Rutter and Quinton 1984) and on lessening the amount 
ofcoercive interaction between the parent and child (Patterson 1982, 1986). Any 
promising programs in this area should be evaluated, preferably through a 
randomized controlled trial. 

Work should continue on evaluating the effectiveness of affective education 
and social problem-solving training programs for school-age children. As noted 
earlier, thore is no conclusive evidence that these programs reduce levels of 
antisocial behavior (Offord 1987). 

Finally, a reduction in motor vehicle accidents and unwanted births could be 
expected to decrease incidence of conduct disorder. A megor sequelae of acci- 
dents is head injury, which in turn is associated with an increased frequency of 
psychiatric disorder, including conduct disorder (Offord and Waters 1983). 
Children who are unwanted at birth are at increased risk for psychiatric 
disorder (Rutter 1982). Unfortunately, no firm evidence of effective interven- 
tions in these areas currently exists (Health and Welfare Canada 1980; Rutter 
1982; Roberts et al. 1984, pp. 173-199). In addition, the number of cases of 
conduct disorder attributable to these risk factors is small. 

High-risk Programs 

All the programs mentioned in the previous jection might be more efGcient 
if they were launched in populations at high risk for conduct disorder. For 
l^ itance, preschool programs could focus on poor, urban children, or parenting 
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programs could be directed at parents with mental iUness or criminality. In 
either case, the target condition, conduct disorder, will have a much higher 
ftoque&cy tiian in the general population. 

Other high-risk groups include children of divorce and chudren with chronic 
medical iUness. Children of divorce appear to be at increased risk for emotional 
and behavioral disorders aieatherington et al. 1978; Wallerstein and KeUy 
1980) Several intervention programs for these children have been descnbed, 
but few have bwn evaluated (Robson and Rae-Grant 1987) One of the most 
promising programs is the Divorce Adjustment Project (Stolberg and Gamson 
1986) which provides a 12-Beesion peychoeducational program for children and 
a 12.week support group for parents. Increased self^teem and prosocial 
behavior among the children and improved a4ju..tmen t among the parents have 
been reported. Design weaknesses in this project make it imperative that 
replications of this or similar programs be carried out (Offord 1987). 

For children with chronic medical illness, three randomized controlled trials 
are aimed at reducing the pre^'alenoe of emotional and behavioral problems 
(Cadman et al. 1986). All three report positive results; however, one study had 
serious methodological flaws, the rei^ults of the second were not statisticaUy 
significant, and the data from the thiid were preliminaiy. Obviously, there is 
a need for further work. 

One other study deserves mention. In a randomized controlled client- 
centered family intervention in families with a delinquent child reduced by half 
the subsequent court contacts of siblings (Klein and Alexander 1977). Evident 
indicates that the intervention reduced deviant behavior in a group at increased 
risk for conduct disorder, namely the siblings of delinquents. 

Finally, it should be kept in mind that while the high-risk strategy in primary 
prevention has the potential advantage of greater efficiency, it also includes the 
possibility of incorrect labeling and stigmatization (Offord 1987). The potential 
benefits and harms of such an approach should be monitored in any evaluation 
procedure. 

Communitywide Programs 

An advantage of this type of program is that individual children are not 
sin7led out, and thus labeling and stigmatization are avoided (OfTord 198Z&). 
Th " Iwo m^jor focuses of these are the school and the community at large. 

The school is a promising setting for primary prevention programs for conduct 
disorder. The balancing of children with different ability levels in each school 
and superior classroom organization and teacher practices appear to benefit 
students in both the behavioral and the academic domains (Rutter et al. 1970; 
Offoid 1987). Improved schools, characterized by many of the factors present 
in the most successful secondary schools in Butter's study, would almost 
certainly reduce the incidence of conduct disorder. Data are needed in two 
O as. First, it must be determined at the secondary school level whether an 
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intervention strategy can turn a "bad" school into a "good" one. Second, infor- 

naation is needed about whether there are differences among elementary schoob 

sinular to those in secondary schooUi. That is, is there evidence that specific 

elementary schools have a greater beneficial effect on academic performance 

and deviant behavior, independent of the students' intake characteristics' If 

so, the mechanisms involved in producing this effect should be identified. Third, 

interventions based on these mechanisms should be attempted to determine 

whether a relatively ineffectiveelementaryschoolcan be turned into a relatively 
effective one. 

At the community level, further work needs to be done on testing the 
effectiveness of various physical designs of buildings and other strategies aimed 
at diminishing the opportunities for antisocial behavior. Different surveillance 
patterns could be evaluated and the benefits of grouping economically disad- 
vantaged families versus interspersing them among middle-class families could 
be compared. 

Evidence is needed on the extent to which programs in the community, but 
not directly involving the family, can reduce antisocial behavior in children at 
increased risk. It appears that schools can have this effect. As noted earlier 
data indicate that a nonschool skill development program can reduce com' 
munity rates of antisocial behavior among children and adolescents living in a 
public housing complex (Jones and Offord 1989). More programs of this nature 
need to be launched and evaluated. One advantage of these programs is that 
they require little involvement of the parents other than providing permission 
for their children s participation. A program dependent on the involvement of 
the parents of cojiduct-disordered children may fail because of inadequate 
parental cooperation. ^ 

Finally, further work needs to be done on the effects on antisocial behavior 
of placing different types of children together in groups. For instance, some 
evidence indicates that the presence of healthy girls can have a suppression 
effect cn the level of antisocial behavior among boys (Jones et al. 1980; Offord 
and Waters 1983). It may be that grouping antisocial boyo with no female 
presence results m an escalation of the boys' deviant behavior. Different 
grouping strategies involving children of both sexes and with differing degrees 
and types of behavior problems should be implemented and evaluated in a 
variety of settings, including from community schools, recreation groups, and 
institutional settings. 



Conclusion 



n Jln?""""*/^' ? ^"^.^ * P*""*y °^ P''°^^°' ^^^^^ programs for the 
prevention of conduct disorder, many leads are worthy of pureuit. The most 

promising include enriched preschool progrems; interventions aimed at improv- 
ing parenting skills or decreasingmarital discord; programs targeted on specific 
pu ir ^^'^^ ^ children with chronic health problems or the offspring 
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of divorcbg parents; strategies with the goal of improving schools; community 
interventions aimed at enriching the lives of and providing competencies to 
children at increased risk for conduct disorder, and differing the compositionof 
groups of children based on, for instance, the sox ratio and the relative number 
of children with deviant behavior patterns. 

Reseaich is urgently needed in three related areas. Firet, work should 
continue on learning more precisely which correlates actually qualify as risk or 
protective factors according to the three criteria in table 1. Second, more work 
needs tobe done on the nature of causal chains linkingriskand protective fectore 
with disorders. Third, primary prevention programs aimed at reducing impor- 
tant risk factors (or their harmftil sequelae) should be launched and rigorously 
evaluated. It should be kept in mind that the prevention program need not 
directly attack the risk or protective factor but may interrupt the causal chain 
anywhere between the occurrence of the risk or protective factor and the onset 
of the disorder. 

More demonstration projects are needed. They wUl have to be launched in 
the face of incomplete knowledge about etiology and causal chains. A judgment 
will have to be made that the hypothesized causal chain underlying the project 
is likely both to be true and to account etiologically for a sizable subgroup of 
conduct disorders. Finally, it will have to be realized that primary prevention 
research in this area ia difficult, not only because of the methodological problems 
of treatment researoh, but also for another reason: The incidence of conduct 
disorder will be relatively low in community populations and, perhaps, oven in 
hi^-risk groups. Ab a result, sample sizes must be extremely large to show, m 
a reliable manner, clinically important differences in outcomes attributable to 
the interventions. Thus, prevention studies in this area, if properly carried out, 
will usually be extensive, time-consuming, and costly. The potential payoff, 
however, is worth this effort and cost. 
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Introduction 



The prevention of alcohol a«<^/-J^t'^^^^^^^^^^ 
undertaking. The causes of use a^<^ "^"^^^^^^^^ fi„ .; discuss biological 
clusters of factors f «^t<f ^^T^^Cl « '^^^'^ vulnerability to 

and environmental risk ^^^^^J^Ln review prevention strategies corn- 
developing chemical dependency and t^®" ^^^^ . £ ^ ^ that youth do not 
Sly uB^ today. A5.-<^-arsuK 

develop disabling addictive disordei^ suc^^ ^outh rai«ly become 

prior behavioral, emotional or copiitive procui^ 

rapidlv dependent on alcohol or d a^^^^^ ^ ^^^^^^ ^ith biological 

p^ssure) unless o^erwh^ ^nj"?/^^^^^^ behavioral and academic 

^ulnerabilitier Often, high-risk y^XtCdTHence. prevention pw^^ 
p^blemsasearlyaskindergj^n^^^^ 

for chemical deP«»<^«"^f *^°"llSir^rvices for risk factors in vulnerable 
form of special treatment 'I'^^^^ZZ^reviey^^ at the end of thte paper 

^i^iru^rd^^^^^^ ~ '^^"^^^ 

besides alcohol and drug abuse. 
Importance for Medical Practitiomrs 

peychiatrisU are IMy in *«r P"f"?«''^^ 

fESii5i?W^^ror the Proiect I^eveution initiative of the An«ncan 
SX^JtChild aVd Adolescent Psychiatry. 



RJC 



315 



"» P^mON OF MENTAL DISORDERS 

Risk Factor Assessments 

Although comprehensive risk ffl#»f nr 
been developed and ev JuatS manv d^?'"* have not j^t 

discussing the need for 8uch^',^n?na^!^^"*'°" specialists in the field are 
instruments could identirchTlKHre Tv^^^^^ 
attention can be paid to i^ucinXirri^k foof ^'t '"^^ ^ « ^itional 
aje not specific for alcohol Jd d^nbu^ t f *a«to« 
adolescentandadu'tprobleiM (i.rcondLc?d^ predictive of many other 

Other ps^hiatricdisSnci^^^^^ 
psKhiatric or medical disord5i3^^ 

tion of the disorder. Hence, theSnTCn^f?*"*^^^^ 
chemically dependent is haVingSvm^mi^^^^ that ayouth might become 
or who have manifested a vulSiS^Zh^^ "I^^ chemically dependent 
mg family history and y^^lnTem^'^ltT:^uT''''''''y' ««»<^«^ther: 
medical specialists who care for hi^-r^fc ylth Prevention activity for 

Need to Target Hiek-nsk Children and Adolescents 

capita was spent annually on the m^Tnlf J^' ""'y 77 cents oer 

DeMarah 19860). Considerine thf™.!! * «»mpfer and 

,^»<'-»«e prevention st»^*VZJZr' "vaikWeZ 

J^uth pr«„„ed to be at rfafc ° '^'^''P "i»e caCri«"f 

'■ «<1 other drngabusem; 

3 P-^-l. -ual. or psychological abuse; 

o. ochool dropouts; 
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6. Economically disadvantaged youth; 

6. Delinquent youth; 

7. Youth with mental health problems; 

8. Suicidal youth; and 

9. Disabled youth. 

A now prevention agency, the Office for Subetance Abuse Prevention (OSAP), 
hasbeen created in the Alcohol, Drug Abuse, and Mental Health Administration 
(ADAMHA) to coordinate anddisseminate alcohol and rtherdrugabusepreven- 
tion strategies. High-risk youth are them^or targets of the$24millionm newly 
awarded community demonstration/evaluation projects, which include a high 
peiwntage of funding for minority youth. It is hoped that these projects will 
produce well-documented and well-evaluated high-risk youth projects to ad- 
vance the knowledge of the most effective ways to prevent alcohol and other 
drug abuse in high-risk youths. As one of the national evaluators for the OSAF 
demonstration giant program, the author helped to review all of the 130 new 
prevention programs. One of the m^or contributions of this demonstration 
program may be the development of new evaluation and program materials 
adapted for ethnic youth and families. 

Children with chemically dependent parents or relatives are possibly at the 
highest risk of these mentioned groups. The majority of clients in treatment for 
alcohol and drug abuse (the average in a large number of studies is from 60 to 
70 percent) have had chemically dependent parents or relatives (Cotton 1979; 
Templer et al. 1974; Goodwin 1971). Because a significant amount of important 
current research, including the author's (see Kumpfei 19876 for a complete 
review), has been conducted on the risk factors of these children, this paper wi 
address risk factore found in children of chemically dependent parents as well 
as other high-risk populations. 

Risk Factor Research Issues 

Risk factor researeh in the field of alcohol and other drug abuse is currently 
in its infancy. Although many risk factors have been proposed in the literature, 
a number of problems have limited the discovery of major etiological variables 
of alcohol and drug abuse. These factors include 

1. The lack of empirically derived causal models; 

2. The lack, until recently, of statistical analysis procedures sufficient to test 
causal models; 

3. The specificity of risk factors for different types of drugs and different 
types of youth; 

4. The Itxck of specificity of some risk factors for drug use or abuse rather 
than other behavioral and emotional problems found in psychiatric 
syndromes related to drug abuse; and 
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6. The lack of longitudinal studies needed to create sufficient data bases for 
etiological analysis. 

Each of these deterrents to etiological research hinders the development of a 
simple list of risk factors for alcohol and drug abuse that could be included in a 
risk assessment or should be addressed in prevention interventions. Each of 
these naethodological and conceptual problems in risk factor researoh is dis- 
cussed in more detail below. 

Lack of Causal Models 

A m^or problem has been the lack of strong, empirically tested theoretical 
models of etiology. Previous etiological research was flawed by an emphasis on 
clinical-intuitive data (Nardi 1981) and contained m^or methodological 
problems (i.e., lack of control groups, small sample sizes, unrepresentative 
samples, nonstandardized data collection techniques, unreliable or invalid 
instrumentation, and lack of triangulation of data sources) (Olson 1983). 

Lack of Predictive Statistical Analysis Methods 

Another problem has been the lack of statistical analysis procedui«s that 
could test these theoretical models. Many risk factors discussed in the alcohol 
and drug abuse literature have been discovered in research studies relying on 
correlational statistical procedures that do not simultaneously consider the 
relationship of a number of variables to drug abuse. Hence, the importance of 
the factr or the relationship of the variables is currently unknown. 

Additionally, correlations show only a strength of association and not which 
factor predicts the other For instance, zero-order correlations as noted in the 
Kandel et al. (1986^ review of risk factors for illicit drug use and delinquency 
from adolescence to .youngadulthood were not predictive of later use when other 
factors were combined into a path analysis model. Even more surprising is that 
risk vanables with values too low to meet statistical significance were actually 
themost predictive variables (highest beta weights) in the path analysis model 
specifically, closeness to parents has a nonsignificant correlation (r=.026) with 
maruuana use, and maternal authoritarian decisionmaking has a nonsig- 

yet the beta weights for the path analysis (beta = .106 and .108, respectively 

Hrj""!!"*.^ ""^"i^^^^ '° ^ significant predictive variables for 

drug use. Variables with very significant correlations (p < .001), such as prior 
use of maryuana, frequency of alcohol or cigarette use, and peer activity index^ 

nnZZu^'^^'^A^F'^''^^^^^^^ correlations are 

notveo^usefulindeterminmgdirectionofeffectandcausation. With theadvent 
of multiple regression, path analysis modeling procedures and event history 

Sv^ce repldly^ ^'^^^ ^^^^^«y ^^^^ 
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Specificity of Risk Factors 

Recent longitudinal studies (Kaadel et al. 1986; Baumrind 1986) also make 
it cleater that risk factors are different or specific for each of the following: 

1. Different drugs (Huba and Bentler 1982; Kandel et al. 1978, pp. 73-99); 

2. Different levels of drug use (Robins and Pryzbeck 1985); 

8. Different types of youth (i.e., ages, age cohorts (Robins et al. 1986); 
4. Ethnicity or race (Johnston et al. 1986), and gender (Kandel et al. 1978); 
and 

6. Possibly different community environments (Baumrind 1985). 

Battles and Jones (1985) in their concluding chapter to their National 
Institute on Drug Abuse (NIDA) monograph, Etiology of Drug Abuse: Imphcor 
tiona for Prevention, observe that "drug use is not a unitary phenomenon and 
involves a wide variety of substances, legal and illegal, having a variety of 
pharmacological effects. A number of important risk factors have been iden- 
tified for adolescence (particularly earlier stages of drug use, such as cigarette 
and alcohol use), yet relatively little attention has been focused on infancy, early 
chUdhood, and preadoleecent risk factors. According to the author's theoretical 
model (to be discussed later), these risk factors are different at each stage of 
development. In addition, drug use patterns in America change over ttaie and 
are different in different regions of the country (for example, Berkeley, Califor- 
nia, compared with New York State), so that age cohorts are affected differen- 
tially. For instance, before the late 19608, drug use was considered atypical and 
deviant, became normative until about 1979, and then began to decrease 
(Johnston et al. 1986). Hence, drug use in youth who attended high school or 
college during the "prodrug" years will likely have different etiological roots. 

Risk Factors for Use or Abuse 

Anumber of authore (Hawkins etal. 1985;Baumrind 1985; Murrey and Perry 
1985; Robins and Pryzbeck 1985) stress that the etiology of drug abuM is 
different from the etiology of drug use. Research has shifted from the study of 
drug abuse in clinical populations to the study of drug initiation and use in 
general population epidemiology surveys. Much of the emphasis in the past few 
yeare has been on risk factors for initiation in youth. However, the m^nty of 
youth who experiment with cigarettes, alcohol, or drugs will not become regular 
usere. Johnston et al. (1986) calculated the discontinuation rates of high school 
seniore who had ever used a drug, but did not use it again in the year before the 
survey These rates are between 49 and 63 percent for inhalants, metha- 
qualone, sedatives, barbituratee, heroin, nitrites, and tranquilizers and 39 to 42 
percent for other opiates, LSD, PCP, stimulants, and hallucinogens. Drugs with 
the lowest noncontinuation rates, which should be of most concern for parents 
and adolescent psychiatrists, are alco»- il (7 percent), cigarettes (16 percent), 
Cr-iine (24 percent), and maryuana (25 percent). In the New York Longitudinal 
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S'd^t^^ ^"'t n ^, ^^''^ ^»»*> experimented with 

W ^ ""^^ Btill using Illegal drugs at age 23 (Kandel and Yamaguchi 

coet^ are caused by drug abuse, rather than drug use, this author believes that 
the emphasis should be returned to the study of risk factors for drug abuse. 

Ixick of Specificity of Risk Factors for Drug Abuse 

The specificity of risk factors associated with drug or alcohol abuse is of 
increasing interest. Some of the biomedical risk factois in alcoholism, in fact 
a« proving not to specific to afcoho^^ 

the discovery of P300 amplitude decrements and longer latencies in chUdr^nTf 
alcohol«s(Beg^eiteretal. 1984, Poijesz and Begleiter 1985, pp. 1^482UuT3ite 
b.olog,<»l marker is not specific for alcoholism and also o^L in pemin^ with 
schizophrenia and epilepsy. i^«wub wiin 

is the high probability that the more severe forms of both are related to a 
psychiatric syndrome that includes antisocial pexBonality, Briqu~t"sySrle 
?^^SS!t,"^^ft^' St. Ix>«isian Triad, the Deviance Synd?ome K^tel 
PeiBonahty), and chemical dependency. All of these psychiatric conditions have 

5S?Ml„""l"l!?i£!^i^"* ^'"^ <R«bins 1986) and ^en 

ch Idren adopted from these types of families (Goodwin 1986). The^ssSation 

S^^st&^^^^^^^ beln'ilSrh^Jln" 
repwted studies ^Ihott and Huizinga 1984; Jeesor et al. 1980; O'Donnell et al 

Z^h^^T'^"^^'"'*"^^^"^"*"*"'- 1986) has been conduct«^ 

whether drug use causes crime or whether crime causes drug use whenit i^ 

s^dremi"''"'*''"""^*"""^'"'"-*^"*^-^^ 

Lack of Longitudinal Data Needed to Derive Risk Factors 

Irl^Ja^!! ''^^^aI ? "I^P^^^ations of Etiological Research for Prevention 
Interventions and Future Research, ' Battjes and Jones (1985) repeatedly made 
a strong case for the necessity of longitudinal studies in the und^tendSe of 
akohol and drug abuse. Severel longitudinal studies have fo^u^ on corre^a^^ 
iTu^ P"^*""« and juvenile delinquency in adolescrtsXTswkS 
Au""^^^ \9J?' EP*>**«*a»- 1982; Jessor and Jessor 1977)ur cL^Wren^KeUam 
and Brown 1982; Baumrind 1985), but few completed longitudinal s^udSrv^ 
focused primarily on alcohol and drug abuse. SeveralTongitSS nari^^h 

public high school study begun in 1971 (Kandel 1975; Kandel et al 197teV 
Johnston's early foUowup of a national male cohort from sophomore ^r to 

IZ ?v ^^^r^r Monitoring the Future, JoZtonCaUonS 

study 01 high school seniore (Johnston et al. 1982, 1983, 1984. 1985 1986 Tn 

iohLor." W"'/'"* and j1 ^bZw^^^^^ 

i^^^ u ^"'^ ' O'Donnell) were continued with fu lading toS 

specificaUy on the consequences of drug use on the functioning of young adulte 
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Some of these longitudinal studies (specifically Kandel) are using causal mod- 
eling proceduren that will also produce data relevant for nsk tactor research. 

Rist Factors for Alcohol and Other 
Drug Use in Youth 

Risk factor research has evolved through several different phases in its short 
history The first phase of studies focused on youth currently usmg and 
correlates of their use by cross-sectional studies of different groups. This 
research focused primarily on demographic variables such as race gender, 
socioeconomic status, and education. The next phase of etiolopcal studies 
examined risk factors for drug use or abuse in several different domains of 
psychosocial environment, such as community, peer, school, and family do- 
mains. More recent etiological research, particularly in the alcoholism field, has 
focused on biological and inherited risk factors. Each phase of nsk factor 
research is discussed in more detail below. 

Phase One: Demographic Risk Factors 

The first attempts to determine risk factors for alcohol and other drug abuse 
focused almost exclusively on demographic factors such as race, socioeconomic 
status, and sex (Fraser 19876). Many of these factors, such as minority status, 
male gender, and low socioeconomic status, have strong correlations to chemical 
dependency. A number of prevention interventions are currently targeted at 
members of these demographic groups simply because the total group is at high 
risk However, this level of understanding of the etiology of alcohol and other 
drug abuse does not offer the prevention specialist much help in determining 
why members of these groups of youth are at high risk or wnat can be done to 
reduce these risk factors. Certainly changing a person's gender or race m order 
to eliminate these risk factors is not an option. Hence, demographic nsk factor 
research does little to inform prevention interventions, although it may help 
providers to decide target services. These demographic risk factors-gender, 
ethnicity, age, geographic location, and projects— and their relationship to 
chemical dependency are discussed below. 

Gender 

Many general incidence and prevalence surveys show that males are more 
likely than females to become dependent on alcohol or drugs (except for nicotine 
and other stimulants), According to the U.S. National Drinking Practices 
Survey (Clark and Midanik 1982), about 6 percent of women and about 10 
percent of men in the United States have alcohol problems. Lifetime prevalence 
of alcohol disorder is about £4 percent for men and 6 percent for women, 
according to the Epidemiologic Catchment Area (ECA) study (Robins et al. 
1986). Daily alcohol use is reported to be about 3 percent for high school 
women and 7 percent for high school men (Johnston et al. 1986). 
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T^Nakional High School Senior Survey (Johnston et al. 1986) consistently 
reports higher rates of use and abuse of alcohol, maryuana, and other dru« in 

Stjri^'"^^^ '''''' r of stimuSSts (dtet pilb) do S 

tTr prevalence rates (16.4 vb. 14.9 petx:ent). while voum 

females smoke cigarettes about as often as young males. ^ * 

""^^.f^^^o*^ cigarette smoking by females has increased over the vmm- 
curtenUy 12 percent of high school senior girls and 12.3^nTof h^A S 

fflgh achool osnior males show considerably higher daily use ratea for 

^muier ec aj. 1983). Monthly use rates of h gfa school senior ai« 
proportionately higher than those of females foTa numbe^of mZ^^^ 
ashe«in(0.3^^0.1pe«:ent),I^D(2.4vs.8.0^r^J^^^^^^^ 

^ylSZi^'Zlo^^ inha,«nte(2.8 vs. LTperient) andamZ^^ 
^Sl^l JV i . 0»ffe««ttce8 in male and female monthly use 

ratesarenotaslargeforusers of cocaine (7.7 VB. 6.6petcent) oresCTSndr,^ 
such as te^quiliters (2.2 ^. 1.9 percent), other off^ 2.6^^ 0 1^^^ 
sedatives (3.0 vs. 1.8 peix:ent), and barbiturates (2.4 vs. 1.6 i^,^nt) 

Binge drinking is considerably higher in high school boys than in eirls with 
46 p^nt of males and only 28 pendent of females reporti^ u^o fife or'^ra 
dnaks m a row m the prior 2 weeks. This figure for boys inci^ In from 
from KSist?? S?'" on^alcohoKt^tTnZ,^ 

Ethnicity and Race 

beca^^th^l^'^i^n'^'^TTJ P'^""'"'*^ t° determine 

Sh^i ^?*^*^°""'*^'^y^''^no~ic8tat"8andlivingcou^ 
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are substantially lower in elderly whites than blacks (13 vs. 24 percent). The 
meaning of this diametric switch in alcohol disorder rates between whites and 
blacks is open to speculation. Robins hypothesized a cultural integration and 
economic opportunity theory. These statistics suggest that blacks are not more 
genetically vulnerable than whites to alcoholism and that socioeconomic level 
and cultural norms can change alcohol use. 

Urban American Indian youth appear particularly vulnerable to early and 
heavy alcohol and drug use (Miller 1981). A comparison of white, Hispanic, 
black, American Indians, and racially mixed youth found that the latter two 
groups experimented with drugs earlier (Jackson et al. 1981). 

Among whites, Vaillant (1983) found, in a longitudinal study of aicohol use, 
that Americans of northern European descent manifest higher rates of al- 
coholism than Americans of southern European descent. 

Age 

Young adults (18 to 29 years old) use alcohol and drugs more than any other 
age cohort. One exception to this is the earlier noted reversed pattern with 
blacks. Young adult blacks use significantly less alcohol than their parents or 
grandparents. Robins et al. (1986) speculated that this may have occurred 
because the parents were "second generation" blacks who moved to the city and 
had few opportunities for good housing and jobs, whereas the young adults now 
are "third generation" blacks with better community connections and oppor- 
tunities. 

Socioeconomic Status 

The meyor indicators of socioeconomic status are discussed below. 
Income 

There is little evidence that socioeconomic level per se influences drug use. 
It is possible that low income may contribute to stress, which could be a 
psychosocial precursor of drug abuse. 

Chemical dependency, however, appears to cut across all income categories 
and is not related to residency in ghetto areas. The author found in her research 
of illegal drug abusere a U-shaped distribution of income in drug abusers in 
treatment, just the opposite of distribution in the area's general population 
(Kumpfer 1987a). Many drug abusers had very low incomes and others had 
very high incomes, possibly because of illegal drug sales. Because of this 
confounding factor of drug-related income, income level may be a poor indicator 
of socioeconomic status. 

Employment 

Controlled drug use appears to be possible without jeopardizing many types 
of employment; however, the medical, social, and behavioral consequences of 
u9^g and alcohol abuse leave many abusers without satisfactory employment 
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(Apeler 1979). The final stages of alcohol dependency are detrimental to 
<Jconomic self-sufficiency, particularly in a supervised, conventional job with 
much reeponsibUity. Users in the middle and upper income levels often have 
sufficient mcomes to purchase expensive drugs, and a high proportion of 
^bitual drug usere appear to be able to work while addicted to iUegal drugs 
(Bale 1979). When their income does not cover the cost of the drugs, users may 
consider street crime or rehabilitation. Loss of employment is often cited as a 
life stressor that may help to precipitate heavy drinking or drug use. Many 
rehabiUtation centers consider steady employment to be a protective factor 
against relapse (Friedman 1980, pp. 171-188). 

Education 

Education is probably a better indicator of socioeconomic stotus because 
income and employment levels are likely to reflect the consequences of alcohol 
and drug problems. The EGA study (Robins et al. 1986) suggested that higher 
educational attainment is correlated with lower lifetime alcohol disoider rates 
T^eee differences are for both males and females and for different age cohorts, 
although they were not as dramatic for the elderly, possibly because fewer 
on . ^n*"^"^®,"/ ^'^"P^e*®^ whool- The largest differences are noted for 
30- to 59-year.old men, who have a high 36 percent rate of lifetime alcohol 
disorder, compared with only 20 peixsent for college graduates. 

Johnston et al. (1986) reported little difference between young adults who do 
and do not attend college in annual prevalence of use of alcohol (both about 92 
to 96 pereent with full-time college students slightly higher), marijuana (both 
about 45 percent), or any illegal drug other than maryuana (primarily cocaine, 
at about 28 percent) For more frequent drug usage, noncollege rsspondente 
had significantly higher rates than college students. However, college students 
had signifi^ntly lower rates of regular daily use of a half pack or more of 
cigarettes, but higher rates of periodic hea^/y drinking (five or more drinks in a 
row) compared with noncoUege-age mates. 

Regional Differences 

In the United States, overall alcohol and drug consumption rates are lowest 
in the South and north Central States and highest in the Northeast and West 
Alcohol consumption for the general population is highest in tho Rocky Moun- 
tain region, the West and the Northeast. The highest consumption rates are 
L wlT^^'^w : i° * xr ™? occasional heavy drinking is lower in 
7 ? 1 oL^t^* Northeast and north Central States (Johnston 

et al 1986). Regular cigarette smoking in high school seniore is lowest in the 
71t ."1°** percent), but higher in the north Central States 

and Northeast (17 percent). Cocaine use has the largest regional differences 
with nearly three times greater annual prevalence in the Northeast (20.8 
percent) and West (19.7 percent) compared with the South (7.5 percent) and 
north Central States (8.2 percent). Use of central nervous system depressants 
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(baibiturates, methaquolone, tranquilizere, and heroin) «Jo;|«^«* /"^^ 
^h^t ii the Northeast. The north Central States and the West have the 
highest rates of stimulant use. 
Population Density 

The largest metropolitan areja have the highest levels of i»f 8^1 drag use in 
high ^l^hXniois ^oi^ing tothe most recent Johnston et al. (1986 survey. 
The greatest differences are found for cocaine, for which the usage rate in the 
larger metropolitan areas is more than twice as hi^i (19 P^^f 
noSietropoliten areas (9 pereent). Maryuana animal usage is also high, with 
44 percentof urban seniors usingcompared with 37 percent of nonmetropolitan 
youth. 

Summary of Demographic Risk Factors 

As mentioLod earlier, one disadvantage of using group classification for 
targeting prevention interventions, is that this method does not specify which 
youths in the group are at high risk. Hence, many youths in the group will be 
false positives and therefore identified as high risk and put through intensive 
prevention interventions unnecessarily. In addition, this group classification 
does little to clarify the reasons why the group is considered high-risk or how to 
intervene to lower the risk. 

Phase Two: Psychosocial Environmental Risk Factors 

For these reasons, prevention researchers and specialists have turned to 
experimental research studies, rather than general population surveys to deter^ 
mine which groups are at highest risk and the etiology of this risk More recent 
papers on risks for alcohol and other drug abuse have considered risk find 
protective factore by the following psychosocial environmental domains: com- 
munity, school, and family. Reviews of these risk factors have been e'^Jensi^ly 
covered by a number of researchers such as Kumpfer and DeMarsh (1986 , 
Kumpfer(19876);Hawkin8etal. (1986, 1986, 1987);Fra8er and Hawkins (1984); 
Huba and Bentler (1980); Jessor and Jessor (1977); Johnston et al. (1982); and 
Murray and Perry (1985). 

A Conceptual Framework 

A conceptual framework for organizing these risk and protective factors is 
presented in figure 1. Afleracompletereviewof the literature for al risk factors 
found to empirically correlate with drug abuse, these factors were plotted on the 
Public Health Service (PHS) Model of Prevention, which consists of a triad of 
host, agent, and environment cluster variables. Other similar groupings of 
factore have been created using the PHS prevention model (Schinke and 
Gilchrist 1986; Nathan 1983), but none of these focuses on the interaction of the 
three cluster variables. The agent/environment and agent/host risk factors 
(often considered community risk factore) and the more common psychosocial 
J jt/environment factor are discussed in more detail below. 
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mgure I VASC (ValueA^ttltudes, Stressor, Coping ReeponseB) 
theory of alcohol and drug abuse. 

Agent/ Environment and A/^ent/Host Factors 

«lr^rn ^"^^l ""^"^^ conducted primarily in the 

conroledforillegaldrug^ 

bvfh« '^r^ ^'^^^^'^^ Agent fartow aJS 

by the cultural environment that have been found to correlate w?th alcohoTule 

Wort-mately, the rehgious composition of different areas of the country tends 
V-rrelate highly with cost and to some degree with availabihV; thTi^ort 
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when Coate and Grossman (1986) introduced these community dnnking sen- 

^nrcontrols,theeffectofpriceonbeerconsumpt^ 

Theeffectofloweiedminimumlegalageonreducedbeerconsumpt^n^^^ 

a saUent variable. Neither wine nor beer consumption appears to be 
Syl^Sty measures (e.g., State^ntroUod monopoly ^V^^^^^^^^^ 
oJtteto laws concerning whether drug and grocery stores can 3ell alcohol, 
numWof^cohol retail licensee, or whether alcohol can be advertiBed on 
biUboards). 

UquorconsumptionappearstobemoreBeositivetoincreasedtweeand^^^ 
Severn! quasi^xi^rimenSVtudies that track changes in alcohol consumption 
^in sK^the cost of liquor is raised through additional taxes, supporto 
CSrthat liquor consumption (but not wine or beer consiimption) is 
^l^SyTSy cost md decreases in years following a tax increase(Cook 19^^ 
Tp isMlsl; Cook and Tauchen 1982). Moskowitz (1986, p. 22) ob«»erved that 
beer may nit be as price sensitive because in many communities it is such an 
S^lS&mmodity (comparable inpricetosoftdri^^ 

ioSSmption of any marginal differences in the price of beer may be tnvial. 
The differential sensitivity of different types of liquor costs support the 

previously mentioned point that risk factors are different for different dru^or 

kkohol. At some level of awareness, the youth (host) evaluate these agent 

?actore (el addictive properties, social and legal sanctions, healUi effecte or 

rteto ci fa«dperceivJdp^chologic«lbenefit8oreff«^^ 

toS^ap«^iculardrug,howmuchtouse,andwhentouBe 

««wMment is also affected by the hild or youth's current values and attitudes, 

stressors, and coping skills, as shown in figure 1. 
Environment I Host Continuum of Domain Factors 

Psychosocial risk factors most often covered in risk factor reviews an. or- 
gaSbTheauthortmodel(KumpferandDeMai«hi986)intoa3.by.4matm 

Sf values/attitudes (cognitions), stressors influenmg drug use, and coping 

resouxces that protect against drug abuse by the four m^r domains of family, 

community, schools/peers, and individual factois. As shown in the ^^^^^^ 

oftheseclistereoffa^re-family,comm«nity,andpeere~-i^^^^^^ 

and the child innuences his or her environment. Each of these four environ- 

mental domains is discussed in detail below. 

These clusters of environmental variables influence the child differentiaUy 
during development. The family is h:T)othesized to influence the child the most 
early in life, with the community (television, cartoons books, schools, reh^ous 
institutions) becoming another influence in early childhood. As the chUd be- 
comes an adolescent, the influence of peers increases until it is the most 
influential in some youths who are alienated from family and soclet3^ 
Throughout this developmental sequence, these environmental factore shape 
the youth's (the host's) personality and behaviore, inciuding values and at- 
titudes, stressors, and coping resources. The combination of these Actors « 
O ^thesized to predispose a youth to use or not use drugs. Avuhierableyouth 
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1. Skill deficits; 

2. Low self-esteem; 

8. Behavior problems; 

4. Prodrug attitudes; 

6. Low academic motivation; 

6. Psychological disturbance; 

7. Lack ofpeerreftisal skills; and 

8. Rejection ofprosocial values and religion. 

Btu'S^rto'^^rLTnlte tX^S'S,*'"' « »"»»ber of 

(Jessorand Jess^Ti977;SeU^ abuses from those who abstain 

were determined in stuSt tw ^^J^^ 

dnig-abuBingv^tL MTy of thl^^^^ "'^^^^^ 

rather than multiple iS^l o^! H^T k?^ ''^ correlational analyses 

-entlongitudin'arSTi^m^^^^^ 

thc«echaracteristi<«tobepi«UctiveofaTw '^"^^ 

is predicted (22 pe^nt'^ We ? m^" I K^^^^^ ? ™^ «d«lt males 

of employment anJS p^Lted bv^^^ ''^^"^'^ lack 

is predicted (10 pe««SoWe^ SnTar^^^^^ 

mother. Psycholorical factor Zh l *^ !^ ^^'^ ^'^'^'^^ «° authoritarian 
in adolescen"^ were mos^^^^^ dysphoric mood 

cent delinquency was n^t p^^^S. ^^^^""^ 

Community Environment 
Community Values and Attitudes 

Grossman (1986r8ur8t8^h„fr°"''^ "'""J'^"^ "^^^^ °f Coatf and 
religious co^Ytio^TreX;^^^^^^ 

community has its own infnr^voi . , °^ ^^'^'^^^ consumption. Each 

influences'pe^fJnT o~7:^^^^^^^^ 

associated with each Wloffet al. i9?9X ^ ^ appropriate behaviors 

o^^^^^nl^^^^^^ by membere 

(1986), if th^e ax^ I^IZ^^^^^^;^^^' discussed by Moekowitz 
^ ny contiirtmg messages, as within our complex society, 
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the cultural recipes may break down, resulting in diminished mtemalization 
and a greater need for compliance mechanisms. Formal control systems (laws, 
rules, enforcement, and punishments) are then needed to regulate individuals 
use or possession of illegal substances. Formal control systems have not been 
shown to produce long-lasting decreases in alcohol or other drug abuse (Polich 
and Bloom 1986) and are not considered effective prevention strategies (see 
Fracer 1987o for a complete review of supply-side prevention strategies). 

Social Bonding to Traditional Communities 

However, there are those who will abuse alcohol or other drugs in com- 
munities where the n m is abstinence or moderate use. In this type of 
community, alcohol or other drug abusers are generally youth who are less 
bonded to society (Hirschi 1969). These youth are alienated from the dominant 
values of their community (Smith and Fogg 1978, pp. 87-102); more rebellious 
against fwcietal rules and authority (Kandel 1982; Goldstein and Sappmgton 
1977); less attached to theiv parents (Jessor and Jessor 1977); less committed 
to their school (Elliott and Voss 1974); less involved in activities of religious 
institutions (Schlegel and Sandborn 1979); and less involved in recreational, 
social, and cultural activities (Kumpfer and DeMarsh 1986o, pp. 49-91). 

Community Dysfunction 

Communities differ in their degree of healthiness as measured by the number 
of stressors and the number of community resources available to citizens and 
youth. Unfortunately, few studies have been conducted on the impact of 
community wellness on alcohol or other drug abuse. M^or changes in a 
community's stress levels, such as substantial increases or decreases in un- 
emploj^ent or population (as in boom towns) or economic problems, could serve 
as naturally occurring experiments that should be evaluated. Risk factors for 
crime that are likely to covary with alcohol or other drug abuse are high 
population density, rapid changes in neighborhood populations (Sampson et al. 
1981), and frequent residential moves (Farnsworth 1984). Catalano et al. (1986) 
found that residential mobility is associated with higher rates of drug initiation 
and frequency of use. 

School and Peer Environment 

School and Peer Attitudes and Values 

As previously mentioned for communities, the norms of a youth's school and 
peers will affect the youth's use of alcohol or drugs. It is not known whether 
youth with increased vulnerability and motivation to use drugs choose drug- 
using peers or whether peer use affects the youth's use of drugs (Kandel and 
Yamaguchi 1986). The outcome is the same, however, in the chain of risk factors 
for abuse. One of the strongest predictors of adolescent drug use is association 
with drug-using peers (Elliott et al. 1986; Kandel 1982). Ayouth's interpretation 
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of the school and peer norm is influential in drug use. Several studies have 
found that perceived use of drugs by others is a strong predictor of drug use 
(Robins and RatclifT 1979; Jessor and Jessor 1978). 

In young adulthood, peer use has also been found to correlate significantly 
with maruuana and illegal drug use (Kandel et al. 1986). However, other 
variables were more predictive of drug use when a causal modeling analysis was 
conducted, namely adolescent cigarette use, lack of employment, and unmarried 
status for males and unmarried status and having an authoritarian mother for 
females. 

It is also unknown whether children, youth, or you ngadults have much choice 
m their associates. Some may wish to associate with high status, traditional 
^^1^? j"* "® acceptable to that group. Studies suggest that early 
childhood social and emotional disturbances are signiflcant predictors of adoles- 
cent alcohol and drug abuse and delinquency (Kellam and Brown 1982; Lemer 
and Vicary 1984). Hence, it is possible that children with conduct disorders and 
emotional problems tend to associate with those children low in the social order 
who by default will have them as friends. Hawkins et al. (1987, p. 94) stressed 
that "it is not known at what point peer associations become important in 
predicting delinquency and drug use." Longitudinal studies of the effects of 

. r^'iJ!iP!f''^^'®*'°"^°°®^°*^°*^™K"8®a»'eju8tbeginning(Giordano 
etal. 1986; Coie and Dodge 1983). 

Schools with norms that condone the -ise of maryuana and other drugs have 
been found to have both higher overall use rates and also higher usage by better 
adjusted youth (Baumrind 1985). As with community norms, it is likely that 
the fomal control system of school policies will reflect the school norms toward 
alcohol and drug use. Little research has been conducted on the impact of these 
school policies. 

School Stressors and Coping Resources 

Youth who have increased stress in school in terms of increased academic 
and behavioral problems (Herjanic et al. 1977, pp. 445-455; Rimmer 1982)- 
placement in special classrooms (Holmberg 1985); increased rejection by school 
peers (Coie and Kuperschmidt 1983; Kumpfer and DeMareh 1986a); and cogni- 
tive deficits and lack of academic motivation (Smith and Fogg 1978) are more 
likely to become abusers of alcohol and other drugs. At-risk youth who are lees 
bonded and have low commitment to school are more likely to use alcohol and 
drugs and to become delinquent (Johnston et al. 1986). To deal with the stress 
01 school, they tend to use inappropriate coping responses, such as skipping 
classes, being truant, dropping out of school, and using alcohol or drugs. 

Family Environment Factors 

Family members, because they influence the child's early psychosocial en- 
vironment, have a tremendous impact on the child's vulnerability or proneness 
to alcohol or drug use. As mentioned at the beginning of this paper, both 
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parental use of alcohol and drugs and other stressors on the child, such as 
parental dysfiinction, create increased risk in the child. The author has just 
finished a complete review of early childhood psychosocial risk factors for a 
NIDAresearch monograph (Kumpfer 19876). Some of the family factors covered 
in that review are summarized below. 

Parental and sibling alcoholism (Cotton 1979; Goodwin 1985) and use of illicit 
drugs (Smart and Fejer 1972; Thorne and DeBlassie 1985) significantly increase 
the youth's vulnerability to becoming an alcohol or drug abuser. A number of 
mediating variables have been hypothesized to explain this relationship, such 
as inherited genetic vulnerability (to be discussed in more detail in the next 
m^or section), identification and modeling of parental or sibling drug use, 
accessibility to drugs and alcohol, and lack of family sanctions for use. 

Family Attitudes and Values 

Early family environment is considered tb a primary determinant of attitudes, 
life stressors, and coping skills that will eventually influence the youth's need 
for and choice of drugs, including alcohol (Kumpfer and DeMareh 1986o). 
Looking more specifically at adolescent alcohol and drug use, positive family 
relationships, involvement, and attachment appear to discourage youth's initia- 
tion into drug use. Kandel (1980) found that parental influence varies with the 
stages of drug use that she identified. Parental role modeling of alcohol use is 
positively associated with adolescent use of alcohol, whereas the quality of the 
family relationship is inversely related to the use of illicit drugs other than 
marguana. According to Kandel, three parental factors help to predict initiation 
into drug use: parent drug-using behaviors, parental attitudes about drugs, and 
parent-child interactions. The latter factor is characterized by lack of closeness, 
lack of maternal involvement in activities with children, lack of or inconsistent 
parental discipline, and low parental educational aspirations for the children. 

Family Stressors and Coping Resources 

Research seems to be consistent regarding the effects of quality and consis- 
tency of family management, family communication, and family cohesiveness 
on alcohol and drug abuse. Stanton (1979) and Ziegler-DriscoU (1979) su^ested 
that familial streesore on the child include a pattern of overinvolvement by one 
patent and distance or permissiveness by the other. Similarly, families with 
children who abuse drugs are described by Kaufman and Kauftnan (1979) as 
families in which fathers are "disengaged" and mothere are "enmeshed." Early 
childhood family stressore that a health care specialist would want to monitor 
generally include parental psychiatric dysfunction, family dysfunction, and 
parenting dysfunction (each discussed in more detail below). 

1. Parental psychiatric dysfiinction. To the degree that the parents suffer 
from chemical dependency, affective disorders (Kumpfer and DeMareh 
1986a), antisocial personality (Robins 1966; Booz-Allen and Hamilton 
1974), or other psychiatric syndromes, the child will likely not receive the 
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kind and amount of care and attention that all children need. Since 
psychiatric disorders often run in families, the child could actually be a 
special needs child born to parents who are least well equipped to deal 
with such a child. 

2. Family dysfunction. A few recent studies of the dynamics of families in 
which one oi the parents is chemically dependent suggest increasod family 
problems, such as increased family stress and family conl. ct and 
decreased family cohesion (Kumpfer and DeMarsh 1986); decreased fami- 
ly organization, home management skilb, and family rituals (Bennettand 
Wolin 1986); increased family social isolation (Kumpfer and DeMareh 
1985); increased marital distress and conflict (Jacob and Seilhamer 1986; 
O'Farrell and Bircher 1986); and frequent family moves (Vaillant and 
Milofsky 1982;CatalanoetaI. 1985; Kaplan e^al. 1984). Parental marital 
discord has been found to be strongly associated with use of heroin and 
other illegal drugs (Simcha-Fagan and Gersten 1986). Because so few 
studiesof family dynamics have been conducted (fewer than 10 in thepast 
12 years), and because this appears to be a promising direction for 
risk-factor research, etndies of this type should be replicated with direct 
observations of the family interactions comparing general population 
families with families that abuse alcohol or other drugs to determine the 
extent of these differences in family interaction. 

3. Parenting dysfunction. Parenting is learned primarily from one's own 
parents. Two m^jor longitudinal studies have demonstrated that cross- 
generational deficiencies in parenting and discipline practices have been 
demonstrated to correlate with antisocial offspring who are at higher risk 

?!!ool"*^°* ^^^^ ^^^^^ ®* PP- 93-118; Huesmann et al. 

1983). A number of studies have found that alcohol or drug abusers 
experienced parental discipline that was slack, inconsistent, or 
authoritarian (Baumrind 1983; Kandel et al. 1986; Sowder and Burt 
1978o, b). 

Disruptions in family management are a major mediating variable in 
children s future dysfunctional behavior (Patterson 1982). Variables associated 
with antisocial problems include households that are disorganized and have 
poorly defined rules and those that have inconsistent, ineffective family 
management techniques. Patterson's (1986) causal modeling data suggest that 
failure -by parents to effectively deal with garden variety, coeroive behavior sets 
into motion coercive interaction sequences that are the basis for treining in 
agression." The authoi's research found that parents who abuse alcohol or 
other drugs spent less time with their children and spent less time positively 
reinforcing their children for good behaviors (Kumpfer and DeMarsh 1985). 
Problem behaviors have been found to increase a child's risk of alcohol and drug 
abuse (Jessor and Jessor 1978; O'Donnell and Clayton 1979, pp 63-1 10) 
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Child Personality and Behavior Factors 
ChUd'a Attitudes and Values 

A number of studies have found that initiation into ««yf ~f ^j^^^J^ 
is preceded by attitudes favorable to its use (Kandel et al. 1978; Smith and Fogg 
Xrfing to the author's theoretical model these attitudes and values 
are learned frow the youth's community, school and peers, and family, inese 
S^SfaJemediatSbythedegreeofsocialb^^^^^^^ 
youth with those primary inttuences on their socializatron. Unfortunately^ 
youth whoaremoet likely to becomealcoholordrugabusers are those whohave 

the least identification with others, the least social bondmg, and a strong need 
for independence (Jessor 1976). These youth tend to bo more normleas (Paten 
and Kandel 1978), have a high tolerance for deviance (Brooks et al. 1977), ana 
resist traditional authority (Goldstein and Sappington 1977). 

Basic Personality Traits 

For many years, researchers have searched with little 8ucce«s for an alcohol 
and other dViTabusing personality. Labouvie and McGeB (1986), m a sequen- 
tial loniritodinal analysis of the Rutgers Health and Human Development 
Proiect date of 882 adolescents (12 to 21 years old), found that light, moderate, 
andheavy users differed in basic personality traite. Early onset, heavy users 
scored lower on achievement, cognitive structure, and harm avoidance on the 
Jackson Personality Research Form (1968) and higher on autonomy, eriiibition, 
impulsivity, and play than later and lighter users. These JiigU-riak youth move 
rapidly to multiple drug use by age 15 and cocaine use by age 21. Because of 
positive family or school impact, light users tended to have exac ly the opposite 
personality traits and to limit their use to alcohol even at age 21. 

These date suggest that youth at high risk for chemical dependency have 
different personality structures to begin with and that their basic personalities 
do not change significantly over time (3 years) with increased drug or alcohol 
use These resulte, combined with information from other longitudinal studies 
of youth, support the notion that youth prone to heavy chemical dependency ar« 
already different by the time they reach the age of alcohol or drug use. 

Child or Youth's Stressors and Coping Resources 

Children and youth from less supportive and functional families, com- 
munities, and schools have more stressors to cope with in their lives. Some 
invulnerable children from these unfavorable environments learn effective 
coping skills, such as soliciting peer, adult, and religious support and focusing 
on developing competencies, good wellness practices, and other skills. High-risk 
youth are more likely to use alcohol and drugs and antisocial behaviors to help 
them reduce stress, Early initiation of drug use predicte subsequent mwuse of 
drugs, greater frequency of use, and probability of involvement in deviant 
acti^ti^ such as crime and selling drugs (Kandel 1982; Brunswick and Boyle 
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Early antisocial behaviors, includingacting out, ovGrinvoJ ement in socially 
f^^S'?^^? r'^*!!!""?**®;'®' impubivity, and acting defiant and negative 
(Hpivak 1983), have been found to correlate positively with adolescent drug use 
Aggressive and thriU^king behaviors have also been found in youth at high 
risk for alcohol and other drug abuse. Kellam and Brown (1982) found, in a 
longitudinal study of black children, that the combination of aggression and 
shyness as early as the first grade was predictive of adolescent alcohol and dru£ 

folJ^u-^QTQTo^n^u^^L"^'^ ***** *^"" " longitudinal studieS 

Olweus 1979 1980) had demonstrated that aggression is as stable as Intel- 
Ugence in children. His most recent research supports the development and 
maintenance of aggression by faulty discipline and parenting practices. Dis- 
f ^.^ ^ management skills lead to the development of antin rxjial behavior 
in the children These KSgreesive, coercive, and noncompliant behaviore then 
increase the child's risk of academic failure and rejection by normal peers. 
Patterson hypothesizes that poor social and academic success, combinedl^th 
noncompliant behaviors, then leads to parental rejection and low self-esteem. 

Phase Three: Biological Vulnerabilities 

The last alcohol and drug abuse risk factors to be discussed are biological 
characteristics due to inheritence, accident, iU-ess, or in utero factore. Substan- 
tial research in the alcoholism field has dealt with inherited risk factora for 
alcoholism, but lees has been done until recently for drug abuse. Several 
weearchers are beginning to develop vutaerability models that combine biolori- 
^Sq^u^^ variables (Kumpfer and DeMarsh 1984, 1986a; Hill et al 

1985; Huba and Bentler 1982). These models also include variables ;uch^ Me 
stressots, which become triggering mechanisms for susteined alcohol and drue 
TxM^n'^if ^ ^^7. overwhelm coping capacities, The Kumpfer and 
DeMarsh VASC (Values/Attitudes, Stressore, Coping Itesou«es) th^ty em 
Wob^SCre PBychosocial factors, whereas the Hill et al. model emphasizes 

A combined "Biopsychosocial Vulnerability Model" (figure 2) has been 
r„E^ Kumpfer (19876). This model includes biologic^ factore^uch a^ 

C^^lii • .^'T Lf"''''°"™®''*' physiological/cognitive disorders as 
they would interact with environmental factore, such as family, community and 
social environments, to influence the child's vulnerability to alcohol and drue 
abuse The justification for the impor*-nce of adding biological variablito 
modehs summarized briefly below and can be found in mofe detail in Kumpfer 

A gro^ g body of literature suggests that children of alcohol and drue 
abusere may differ si^ificantly from other children in their genetic, bio^hS 
cal neurophysical, n. ropsychological, and physical makeup Becau«,7f thSe 
differences, they are hypothesized to be more prone to developing Zho and 
drugabuse problems, thus perpetuating a cycle. It currently appefre that th^ 
children are hkely to display a large number of possible biLgKarkerel^ 
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toother and whether 8ome ate more sahent than others. 



Genetic 
Variables 



In Ulero 
Variables 



Family Environmenl 

• Values 

• Stressors 

• Coping Resources 



Physiological 
Temperament 
Variables 



Community/School 
Environnwnt 

• Values 

• Stressors 

• Coping Resources 




Infant-Child- 
Youth-Adult 

• Alcohol or Drug 
Abuse 

• Cognitions 

• Coping Resources 



Social/Peer 
Environment 

• Values 

• Stressors 

• Coping Resources 



Figure 2. A blopsychosocial vulnerablUty model. 



Genetic Factors 

M fi,o« h«lf of the alcohol and drug abusers in inpatient treatment 

Research Btemmmgfromearlytamily studies, siblingaiidhalf-Bfc^^^^^^ 

Sl^nuwho werealcoholordrogabusers. Recently, researchers have begun 
to S foTbi3i«l markets (i.e., biochemical, neurochemical, temper^ 
^r^TriSss that explain the genetic link), These b.omed.cal markets are 
discussed below. 

Reaction to Alcohol and Drugs 

This research suggests that chUdren of alcohol and drug abusers may differ 
silK^^theXctiontoandtoleranceofchemi^^ 
O T9)^^1S children of alcoholics have been found to have decreased subjective 
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creas^IslowalphaVS^T:^^ .in- 
and eynch«,nizing effect on bmin ^^^Xppi^^^^ 
autonomic nervous system reactivity (Kisin ef aUSSsf ' 

Temperament Vulnerabilities 

Some researchers (Tarter et al. 1985) have aiv^rnio*^ *u lu .... 
temperament differences may predSee T/h^ f o ^ u ^''^""^'^ 

Neurological Vulnerabilities 

alpha activity (ProppinKet al 19RU ^!^ vLl \^^^ 8^°^ wave 
;asua,evokedUnKlsza^^^ 

(Schuckit and Bernstein 198U ^fif^e^^'' 1986), and decreased sleep time 
Neurochemical Vulnerabilities 

and other drugs (Kent et al in^!v ff^ ^ ^^^'^^^ of alcohol 

that lower baS tevete of tm?^en h-lT »»ave speculated 

youth to self-medS mth Sco^l or ^^^^ P^i«P<«e a 

Melchior 1977, pp. 37343% or carb^u^^^^ 1986; Mye« and 

Several resea«he«havefounds^^^^^ 

(Murphy et al. 1985) and in hur^TZatfo e^^^^^^^ 

monoaminereuptakeinhibitoMt^havot u^^ -JP^^^ "^^^^ "se of 

as Zimelidine and se^t^ n unTa^^^^^^^ "^^'"'^^ 

norepinephrineuptekeiIbi£^(^^^^^^^^^ 

Neuropsychological Vulnerabilities 

account for these oroblemf Ph ju!: for cognitive dysfunctions that could help 
at higher riskTorakot'Sm (^^ ^« found to b^ 

1986). have been found in severaUtudL f o kI a "5""*' (Johnston et al. 
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communication). 

In Utero Vulnerabilities 

ManyofthebioIogicaI..gnitive.andb^^^^^^^ 
ofSohcUcs and drug »^ 

(FAS), fetal alcohol effect ^^^^""^ studies of children of alcohoUcB 

Meet of the previously mentioned .^rj^J^fX^^^^^^ to limit the effect of 
wereconductedwithonlysonsofal^ho^^^^^^^ drug-abusing 

FAS on the '^r^**,^"^^^:", d^Swncw be even more apparent 
mothers were usod. tl^^^^'P^^^/Xr^^^ neonatal comphca- 

Associated symptoms of ^AS/FAE mcluae low . rjig^bilities, and EEG 
5rns,hyperacUvUy.at^^^^^^^^^ 1982.1983). t 

abnormalities (Abel 1981,1982, * ^ by the mother, father, or 

may be discovered that the use f j^^^^^^^^ ^ed on to offspring, 
^ndparents may cause genetic changes that can oe p«« 

Summary of Etiological Factors 

This r«.earch suggests that -jative bio^o^^^^^^ 
vuLrability to alcohol or ;>£^^,f^h^'ro^^ 

combined with inten>e»onal family, Mh^^^^ ^ ^^^1 to become 

.upportiveofthechild'sposihvedeve 0^^^^^ psychoso- 
anTcohclordrugafcmser. TJ»mter^^^ 

cialfactoiB has also been studiedbj^ex^^^ of researchers in that 

(often a precursor of alcohol or "^"fj;.^. " the family is a modest 
SS conclude that the -biological ac^^^^^^^ 

pwdictor ofdelinquency in ^S^f^^^" ^^^^^^^ et al. 1981; Cadoret et 

Itouthamer-Loeber J^^^^^^^'"^^^^ between biological factors 
al. 1983) have demor^trated a P^^^^^ 

rt»Sfi^«^^^^^^^^^ 

Implications for Prevention 

The research cited in this paper supi.rtB t^^P^^^*^^^^^^^^^^ 
J„.ore vulnerable to b^^^^^^ 

andpsychosocialnskfactors^ Thedegre a addition, the 

neuropeychological vulnerab.i.ty ^^^^ by the child raised in a 

extent and type P^y^^JTTlnZt^rZS^ 

, ^p--S:sfo^be1e=^^^^ 

er|c ^' 



^ ""^NTIONOFMENTMDISOHDERS 

o»«cUy associated with the prevention .f!l - 'I*"""!™ not genenillv 
d"H psychiatrists and other S^,? f ^Pendency (pediaWcS^. 

eirS^:ho~rfS^ ^^'^•^^ «t al. 1987) believe that 

than hiJk • 1. • *»'fifa-risk neighborhoods ***** prevent on 

than high-risk individuals becausTof h1 ' communities rather 

f/ff-'^J'^rinvolvingyouth^^Jam.,^^^^ '"'^""^ indivi^ar^' 

luA^ to be false posi«v« 7^^^^"^^^^^^^ 

^»'s-;:^'or£S 

^have ocossionally been found toTncZrL7l"' " '"«™"«'>" P^Sm 

ineirecti™,a„dpotentially„„ett?o<S ' ""^ ""^ L ciS" 

-tTX'irS"setr.:l.?rd'^~'-'.^«^<'-«dede^^^^ 

"Ojusted, more sidllful, and more s«Sil taTtfe'""'* '° ""PP'"' 

p^wdttt^-rooi-^^^^^^^ 

O . Oot, '°"^'^PP'^o«^'he8 are designed to 
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provide information to the general student body. They are a good beginning, 
but it should be obvious from the review of risk factors that more intensive 
interventions are needed to affect high-risk youth. The next section will review 
the type of prevention programs that have been implemented and evaluated. In 
general, the rarity of adequate evaluations of these programs makes a critical 
review difficult. 

Alcohol and Drug Use Prevention-centered Approaches 

Within the PHS model of prevention, three major approaches— school-based 
prevention interventions, community-based prevention interventions, and 
family-focused prevention interventions—have been promoted by the Federal 
Government and the States. All three of these megor approaches are reviewed 
in depth in the author's coedited book. Childhood and Chemical Abuse: Preven- 
tion and Intervention (Ezekoye et al. 1986), and are reviewed below. 

School-based Prevention Interventions 

One third of all prevention programs are conducted in the schools. School- 
based programs are the primary method for accessing youth for the prevention 
of alcohol and drug abuse. Many readers may remember the lessons on tobacco, 
drugs, and alcohol that they received in their school health classes. Today's 
programs are much improved and do not rely on the scare tactics promoted by 
Harry J. Anslinger and the Bureau of Narcotics, because they were shown to be 
counterproductive or ineffective (Bukoski 1979; Wepner 1979). A recent study 
demonstrated that knowledge retention in students is better in a low-fear rather 
than high-fear appeal and better with a credible communicator (Williams et al. 
1985). 

As the "back to basics" educational revolution grows, this route of easy access 
to a large number of youth is declining (Adler and Raphael 1983). The percent- 
age of high school seniors reporting having received any drug education infor- 
mation in schools has declined from 79 percent in 1976 to 68 percent in 1982— a 
surprising result given the increase in funding for prevention in recent years. 
Of these students, only 20 percent reported receiving a special course on alcohol 
and drug abuse; 59 percent of these students reported that the course was 
valuable (Johnston et al. 1985). 

A wide variety of school-based programs are being implemented and tested 
in the Nation. These approaches have been categorized by Bukoski (1986) into 
five domains: incognitive, affective/interpersonal, behavioral, environmental, 
and therapeutic. These will be discussed briefly under the headings of cognitive, 
affective, alternative, behavioral, community, and family-focused programs. 

Knowledge about Alcohol and Drugs-~Co[ lUive Programs 

Programs influencing the cognitive domain focus on increasing the students' 
knowledge about (a) pharmacological effects of alcohol and drugs; (b) health and 
social causes and consequences of abuse; (c) school and community attitudes 
norms and legal sanctions; and (d) general health education. These 
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programs often consist of films and didactic instruction by classroom teachers 
or health educators. Occasionally, law enforcement officials or physicians 
present to the classes legal realities or health consequences . Rsality-oriented 
assemblies presented by ex-addicts and drug paraphernalia displays have been 
found to be ineffective but of^sionally are still used. A teacher who passes 
around a joint to a class should not be surprised to get two back. These 
educational programs are generally effective in increasing students' knowledge 
about alcohol and druga, but whether they have any impact on decreasing or 
delaying the onset of alcohol or drug use is not known, because most educational 
programs do not include evaluation of behavioral objectives (Moskowitz 1983). 

Proponents of these programs face the following issues: 

1. The Knowledge /Attitudes /Intentions /Behavior Theory. This theory, the 
primai> theory of change underlying these programs, assumes that a 
change in knowledge will affect attitudes, intentions to use, and eventu- 
ally behavioral use but has never been empirically demonstrated. A 
number of studies have provided little empirical support for this theory 
(Wallack and Barrows 1981; Goodstadt 1981). Some rosearchers have 
been able to demonstrate knowledge retention without changes in at- 
titudes, intentions, or behavior (Schape et al. 1982; Moskowitz et al. 
19846; Williams et al. 1985); other researchers have been able to 
^monstrate attitude changes but no change in intentions or behavior 
(Schlegel and Norris 1980). In addition, some researohere have found 
changes in intentions and opposite changes in behavior (Kumpfer and 
DeMarsh 1986o). The author's study found youth in one condition (the 
Family Skills Training groups) that significantly increased their inten- 
tions to use drugs Cike their drug-using parents), but those who were 
users significantly decreased their use. A number of studies found that 
intentions to use drugs accounted for little of the variance in subsequent 
use after controlling for prior use (Bentler and Speckart 1979; Huba et al. 
19ol). 

2. Decreased exposure to educational programs by high-nsk youth. Many 
high-risk children, including children of alcohol or drug abusere, do not 
regularly attend school and are likely to "skip out" on an alcohol or drug 
lecture or film. In addition, these children drop out of school earlier and 
are ioet to the pretest or followup evaluation of outcomes because of 
frequent family moves. 

3. Quality control. When teachers, students, or trainere with many different 
attitudes toward alcohol and drug use are implementing the programs, 
quality control can be difficult to achieve. Process evaluations are rarely 
conducted to determine whether the trainers are implementing the pro- 
gram as specified. 

4. Weak programs. Most of these programs are not intensive or enduring 
enough to have much impact unless their goals are very simple. One 
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study has found that longer programming may not be necessary if the 
goals are to increase knowledge and the curriculum simply preeente the 
torts. Schlegeletal. (1984) found that students exposed to a thre^ion 
facts curriculum had lower alcohol consumption at poetteet and e-month 
foUowup than students who had the facts sessions plus four more sessions 
of values clarification and decisionmaking skills. 

5 Jnappropriaie programs. Cume educational programs are ineffective be- 
SSeyareVdevelopmentallyorculturallyappropriate.PrevenJon 

pr^^ should be desired to match fhe child's cognitive level and fit 
the child's cultural and ethnic traditions. 

Although few of these knowledge-oriented P'^^e"**^" P^^^^.J*;^^^"^ 
measurable impact on alcohol or drug abuse, some researchers still suPPo^ th w 
W«>^and that more research is needed. It is the author's opmion that 
pSviding information about the short-term negative consequences of alcoholor 
drug abuse may help to deter low-risk youth from experimentation wi h these 
substances. This effect will help to reduce stress on a number ''^ f^*^*^*^^ 
worry that their children will become drug abusers. Knowledge about the highly 
addStive qualities of some drugs (crack or designer drugs) may be more 
important, since even low-risk youth could become addicted to these drugs 
throu^ occasional use. 

The author believes that educational profc,-ams could also be used to help 
hiKh-risk youth underetand the behavior of adults-their parents 
grandparents, relatives, or friends-when they drink too much W 
^hiWreTcan also be taught to be supportive and helpful to children less 
fortunate than themselves who are living in homes with chemically dei^nd^^^^ 
parents. Teachers could be trained to recognize the signs of a child of chemically 
dependent parents and could then refer the child for help or provide extra 
understanding and support for the child at school (Ackerman 

Affective and Interpersonal Education Programs 

Affective and interpereonal prevention activities attempt to indirectly 
prevent alcohol or drug abuse by increasing the child's self-concept. under- 
standing of feelings and interpersonal relationships, and awareness of the 
communication and decisionmaking processes. A wide variety of programs are 
grouped under this approach. Some programs involve youth m discuflsion 
KToupTor peer counseling sessions about feelings, decisionmaking, problem- 
Tolvirg, communications, or values clarification. Occasionally, professional 
consultation is provided to individuals or groups. 

Evaluations have found little support for the effectiveness of this approach 
in decreasing adolescents' intentions to use, changing attitude, or delaying the 
onset of use (Huba et ai. 1980; Goodstadt 1980; Goodstadt and Sheppard 1983; 
Moskowitz et al. 1984a. 6). The Napa Project, which was based pnmarUy on 
this model, demonstrated no effects on seventh grade males or eighth grade 
males or females. A positive effect on use was found for alcohol and mar«uana, 
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^^L^^Jl^'*!^ 982;Moekowitzetal. 1984a, b). Another program thS 
combmed values decisionmaking with social competency skills traS in a 
12Hwesion program found a positive effect on tobacco vm at posttest but a 

1986) Johnson et al. (1985) reported negative effects on alcohol and marijuana 
S^ral^ZT*""^ ""^ competency curriculum compared wTZr 
ZfvXl^' ^'■'^'^^r^ t'^ining Program. It is not clear, however, 
that both programs were implemented with the same degree of enthusiasm 

thltTft^^^^^^^Z ^'^"^•^""K "^"Ite on different substances, but overall 
education programs have not been proved veiy effective ^ven 
himted programming funding and time. The author believesThat the ^te of 

reduced alcohol and drug abuse. More intensive programming for hiSSsk 

Alternative Programs 

fKo?^ of approach to prevention is based on the theoretical assumption 
thatprovidmgyouth with "alternative highs" or skill- and competen^3din^ 
^ITw'Ji'S^^ «buse. Schaps et alTsSl) Ln^^^^^^ 

'n/T^^^^ ^2 dealt with alternative 

J!!!!! f ^^^^^^^^'''^eoess of this approach was equivocal. Five of the 
?r«f??StJf ? ^PoH^ no progmTimpar Stdn 

fJSiT ^ere involved in community recreation and business projects 

failed to prevent the short-term increases in frequency of drunkenne^ aXS 
of some substances expected in high-risk you^. However itT^ible tS^ 
thew pregrams were actually effective in reducing high-risk yoSs use of 
^coho and drugs and that this result would have b^n sKff ^e ^rticba? 
ing you h were compared with similar high-risk youth in contrel «X X„ 

^^^."I'S P''''""^" "^'^^"^ ^''^ manifest?ng^b^hrvio^nS 
drug preblems one must remember that these troubled youth Xn have a 

rapid increase of dnig use is progress. However, in alternative ^ rograms that 

the contagwn effect. An experimental evaluation of three of the Channel One 
e^^Zf t^^^' •"^P^^*^ democratic probtrsolving 

::Sda&airet7mt^^"''^^ 

of !?^^°f ^'^T^ by Swisher and Hu (1983) that helps to explain some 
Zote^SrS^itrd'^^^^^ 

Fromoie oecreaaed use and others promote increased use. deoendinr on the 
««.al environment and people associated with each type7;cS Enlelto! 
ment, sports, soc»l, extracurricular, and vocationaUctivities lie S,^tet^ 
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with iDcreased use of alcohoi or drugs; academic and religious activities and 
active hobbies are associated with decreased use. 

Murray and Perry (1985) are in the process of evaluating an alternatives 
program that is based on the functional relevance of drugs for youth at different 
ages. They have found that transition marking and social acceptance are 
important functions of alcohol and drugs among younger youth, whereas stress 
reduction appears more important among older youth. All the youth used 
alcohol and drugs to enhance personal energy, for recreation, and for relief from 
boredom or loneliness. Murray and Perry are evaluating their school-based 
program. Amazing Alternatives, which helps youth to identify health-enhancing 
alternative activities for each functio:* aerved for them by alcohol or drug use. 

Behavioral Prevention Programs 

These programs attempt to behaviorally train students to resist peer pres- 
sures to use tobacco, alcohol, and mar^uana through social learning, reciprocal 
determinism, and efficacy theory (Bandura 1977, 1986). The currently popular 
social competency approaches to prevention include three different strategies: 
(1) the "social influences" approach as found in social inoculation and peer- 
resistance social skills training strategies promoted initially by Evans et al. 
(1978, 1981), (2) modeling or training health-promoting behaviore, and (3) the 
broader "life/social skilb" approaches promoted by Botvin and Eng (1980, 1982). 

Social influences prevention programs have been well supported fiscally and 
have been researched by many well-known prevention specialists, for example, 
McAlister and his Stanford associates (1979, 1980); Perry and her Minnesota 
associates (1980o, 6; 1983a, 6); Tell and associates in Oslo (1984); Vartianen 
and associates in North Karelia, Finland (1983); Schinke, Gilchrist, and their 
Seattle associates (1983a, 6; 1988); Pentz and her Tennessee or University of 
Southern California (USC) associates (1982, 1983); Johnson and his Minnesota 
or USC associates (1984, 1985); Flay and his Waterloo or USC associates (19o2, 
1983o, b, c, 1985); Fisher and his associates in Australia (1983); Dielman and 
his M chigan group (1984a, 6); and Biglan, Severson, and colleagues in Oregon 
(1986). 

These programs appear to have some effectiveness in delaying onset of 
tobacco use in junior high school studente, although Moskowitz (1986) pointed 
out that the "pattern of effects is inconsistent across studies even of the same 
program. Some studies find reductions in new smoking; others find reductions 
in experimental or more regular smoking." The reason for the delayed onset is 
unknown hers.^ -ie of the many mediating variables in these programs. Some 
researchers have speculated that if real changes are occurring in these 
programs, the changes may be due to reinforcement of existing school norms 
against tobacco (Kumpfer et al. 1985), to recent changes in the social climate 
against smoking cigarettes, or to the informal social control climate (Perry et 
al. 1980a, 6; Rodin 1985, pp. 805-882; Moskowitz 1983;Polich et al. 1984). 
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Botvin and McAlister (1982) reported that student interviews revealed a posi- 
tive change in the entire social atmosphere regarding smoking following their 
life^kills antismoking intervention. 

Because of increased awareness of tobacco's health risks, due to the anti- 
smoking campaign, beginning with the 1964 U.S. Surgeon General's Report, 
many Americans have decreased their use of health-compromising mild 
stimulants such as tobacco. This change may not have been ab v!ifficult as for 
other drugs because more acceptable mild stimulants ai© available— caffeine, 
sugar, and zanthene— to serve a similar ftinction. In fact, the caffeinated soft 
drink market has increased significantly in recent years, and sugar and choco- 
late consumptions are high. Hence, antismoking "say no" programs did not have 
to address the basic functions of nicotine. Braucht (1980) and Murray and Peny 
(1985) have stressed that we need to understand the different peychofwcial 
functions played by alcohol and other drugs before effective prevention 
programs can b© designed. The author believes that in designing the best 
replacement strategy we also need to understand the biological functions that 
alcohol and drugs play. 

There is growing concern among prevention reeearehers and practitioners 
about the high percentage of prevention research funding supporting this single 
prevention approach when few empirical data support its effectiveness (Bell and 
Battjee 1986). A preliminary evaluation of the application of this approach to 
alcohol and maryuana prevention in the USC Project Smart suggests disap- 
pomtmg outcomes; this program did not prevent significant numbers of children 
from using alcohol or marguana (Johnson et al. 1985). Recently, piwention 
practitioners and researchers expressed concern about the real vereus the 
statistical effectiveness of these programs, even with antismoking applications. 
For instance, because of the high attrition (25 penjent to 64 percent) in these 
school-based programs, the often-cited SO-petcent induction in youth who begin 
use win mean very few youth when percentages are translated to actual 
numbers. Hence, because of their high cost and intrusiveness into schools' daily 
academic schedules, these programs do not appear to be cost effective. The 
highest risk youth are often missing from schools and do not receive the benefits 
of the contmuity of these school-based programs. Also, these programs rarely 
report what happens to high-risk or other youth who are already using tobacca 
alcohol, or dioigs. It is entirely possible that these programs are having a 
negative impact by increasing alcohol, tobacco, or drug use in youth who have 
already tried them. 

"r»^° °^ prevention approach. Flay (1987) concluded; 

Overall, the findings from the most rigorous studies to date suggest that the 
social influences approach to smoking prevention can be effective some of the 
time. However, this conclusion seems somewhat fragile, given the considerable 
differences between studies in the patterns of reported results. Also, at least 
two plausible alternative interpretations of the reported effects— namely, sen- 
sitizing effects of the pretest testing (or screening), and the Hawthorne Effect- 
remain because many control group schools receiv. no special program In 
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addition, Moekowitz (1986) pointed out that "the effect sizes and significance 
levels reported in these studies are biased and cannot be trusted as the 
statistical analyses were not conducted on the units assigned to conditions, 
schools -^r classrooms, but rather on students" (Biglan et al. 1985; Cook 1985; 
Moskowitz 1983). So it appears that even the fourth generation studies suffer 
from nugor methodological weaknesses and that claimed positive effects of the 
"say no" skills-training programs need to be evaluated more closely. 

This author does not believe that such a simplistic approach can be very 
effective with high-risk youth, who by this pc ! i in their development will have 
multiple reasons to "say yes" to drugs and alcohol. These programs do not 
address the n-./n reasons why vulnerable youth use drugs. A number of 
researchers have also suggested that the peer pressure notion as the primary 
determinant of alcohol and drug abuse is overeimplistic (Moskowitz 1983; Eiser 
and van der Pligt 1985; Sheppard et al. 1985). A young student representative 
of the Say No Clubs recently explained at a Chicago conference that peer 
pressure is more like Adidas. If you are the only one without them, you want 
them." This doesn't sound much like the type of peer pressure promoted by the 
social inoculation program providers or researchers who present a picture of 
drug-using youth badgering nonusing youth to "just try it, you'll like it. A 
recent research study by Shope and Dielman (1985) fouDd that most fifth and 
sixth grade students already had sufficient refusal skills (or saying-no) skills 
before the program and that a four-session social skills training curriculum did 
not decrease their alcohol consumption. 

Community-based Prevention Interventions 
Public Media 

This approach to prevention is one of the meyor methods for providing 
prevention for adults. The primary techniques used are mass media or public 
awareness campaigns. A coordinated media campaign could involve one or all 
of the following: radio, television, newspaper, magazine, billboard, and poster 
consumer awareness advertisements; special face-to-face presentations in 
workshops, classes, conferences, and campaigns; and supporting publications 
such as pamphlets, books, films, video tapes, and direct-mail flyers. This 
prevention strategy is one of the earliest used in this country. The goal of this 
approach is generally to provide increased information about the health conse- 
quences of alcohol and drug abuse or use. Unfortunately, evaluations of these 
public awareness programs, particularly those that employed scare tactics, have 
not been encouraging (Blum et al. 1976). More research suggests that informa- 
tion-only programs can be more effective if they communicate in a straightfor- 
ward way the adverse effects of drugs, use credible communicators, target 
behavioral changes needed to support nonuse, and influence the recipients' 
perceptions about the acceptability of aloohol and drug use or abuse (Durrell 
and Bukoeki 1983; Polich et ai. 1984). 
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A primary weakness of these early information-only prevention programs 
was that they assumed a knowledge (attitude) behavior model. A considerable 
body of research suggests that increased knowledge has little effect on attitudes 
and that changes in attitudes seldom lead to behavior changes (McGuire 1969). 
In fact, the more common scenario is that changes in behavior lead to changes 
in attitudes. Fishbein and Ajzen (1975) and other social psychologists have 
discovered that attitude change can influence behavior change if two conditions 
OTe satisfied: (1) attitude is specifically about the behavior to be measured, and 
(2 other social and environmental factors support the attitude-behavior change 
relationship (Rockeach and Kliejunas 1972; Wicker 1971; Ostram 1969). 

The conclusion about media campaigns is that they do provide needed 
information and do affect the community's social norms in the long run when 
combined with other community prevention strategies. In addition, the public 
demand for credible information about alcohol and drugs is increasing and 
should be satisfied by accurate and scientifically credible messages. 

Parent Groups 

Increasingly, prevention planners are advocating efforts to create a com- 
munity climate of nonuse of drugs (Durrell and Bukoski 1983). The current 
involvement of parents' groups in promoting community prevention of both 
drugs and akohol is significant These parental groups generally focus on one 
or more of three goals: (1) changes in the home to counter prodrug messages 
(2) changes in the youth's social environment, and (3) community awarenes^ 
campaigns. Actually, because of the spontaneous nature of these parent groups, 
little IS known about the actual activities of these parent groups and their 
effectiveness. NIDA recently funded a descriptive study of these national parent 
groups in hope of better understanding their impact (Klitzner 1984). A national 
example of the usefulness of parent groups in macro-approaches to prevention 
are Chemical People, the Cottage Program InternaHonal's Family Friendship 
Circles, and the National Federation of Parents for Drug Free Youth. The focus 
of these macrocommunity prevention efforts is on creating a climate in which 
children are getting "don't do drugs" messages from respected adults and peers 
in schools, media, and the community at large. 

Community Groups 

Over the yeare, a number of public service clubs, religious institutions, 
corporations and private nonprofit organizations have helped in the fwht 

iTifri ^"^^^.•Y ^^^^'^ ^"P« *he Junior League, the 

Lions Club Service Clubs of America, and the Rotaiy have sponsored their own 
alcohol and drug prevention programs or worked with State and local officials 
to enhance the effectiveness of State or national campaigns. A number of 
bupineeses have volunteered to sponsor high-risk youth in the Channel One 
progrems. 
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Family-focused Prevention Interventions 

Importance of the Family in Alcohol and Drug Abuse Prevention 

Prevention specialists are beginning to recognize the valuable resource of 
parents and families in increasing the effectiveness of alcohol and drug abuse 
prevention programs for youth. The author's recent research with chUdren of 
alcohol- or drug-abusing parents (DeMarsh and Kumpfer 1986; Kumpfer and 
DeMarsh 1988a) supports the fact that the family is highly involved in the 
genesis and maintenance of chemical dependency and can be very influential m 
alleviating risk factors in children. 

Prevention Programs for Children of Chemically Dependent Parents 
These results suggest cost-effective, family-based prevention interventions 
must be developed to prevent drug and alcohol abuse in children of alcohol and 
drug abusers. Few family-focused alcohol and drug abuse prevention programs 
have been developed for high-risk children, even though the application of 
parent training and family skills training programs to other problems m 
children has been highly effective (Patterson et al. 1975; Miller 1976; Gordon 
1970; Dinkmeyer and McKay 1976; Forehand and McMahon 1981; Guem^r 
1964; L'Abate 1977). One reason for this effectiveness is that parents can be 
trained to be effective change agents and their effect will be enduring and 
powerful. In the poBt 10 years, NIDA has supported sevt ral family-focused 
prevention programs, namely the author's Strengthening Families Program 
fceMareh and Kumpfer 1986; Kumpfer and DeMareh 1986a) for children of 
drug abusers in treatment, Alv^s Confident Parenting Program (1985) for 
parents of black youth, and Szapocznik'ii Family Effectiveness Training (1983, 
1985, 1987) for parents of high-risk Hispanic adolescents. 
The Kumpfer and DeMarsh Strengthening Families Program 

Once empirical findings supported the characteristic differences between 
families and children who do and do not abuse drugpa, the author developed and 
tested three different types of fan ily-oriented prevention programs— a parent 
training program, a children's social skills training program, and a family skills 
training program— to determine their effectiveness in reducmg the children s 
risk factors. Preliminary analyses of the pretest and posttest data suggest that 
all three programs were successful in reducing the risk factors in the children, 
although each program's effect depended on its intended goals. Hence, the 
behavioral parent training program was successful in reducing the children s 
problem behaviore and improving the parents' ability to discipline the children; 
the family skills training program improved the family relationships and some 
of the children's problem behaviors; and the children's social skills program 
improved the chUdren's social skills. Only in the complete Strengthening 
Families Program, which combines all three interventions, was alcohol and drug 
use actually decreased in the older children. A proposed longitudinal study is 
needed to determine which of these changes will be most successful in the long 
gin in preventing alcohol and drug abuse in the younger children. Another 
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regardless of the parents' dys- 
functionality, most parents can be coached and assisted in develr >iiie more 
effective parenthg styles that will affect risk factors in their children. 
Parent TnUi Program Results 

Following exposure to the parent training program, parents reported having 
fewer problems handling school-age children and demonstrated increased 
knowledge of child behavior management principles. This increased knowledge 
and improved parent discipline effectiveness had direct impact on the behavior 
of the children, who were reported to scream lees, have fewer temper tantrums, 
get angry less, improve their home behaviors, and display fewer problems than 
other children their own age. Further, the children were reported by their 
T-^* JS? ^W®*"' *° ^^"^^ *»*ter, and to increase their outside 
actmties. The children reported a significant decrease in intention to smoke 
and to drmk, but not to use drugs. 

Family Skills Training Program 

noiI^jml'2r? combines three different phases-a filial play therapy phase 
cdled Childs Game, in which parents are taught to eiyoy the child; a family 

communications trainingphase;andaneffectivedi8ciplinetrainingphasecaUed 
Parents Game. Preliminaiy outcome effectiveness evaluations indicate im- 
provements in three theoretically specified areas thought to influence a child's 
risk status: (a) fanaily functioning, (b) children's behavior problems, and 
(c) children's expressiveness. 

Family functioning seemed to improve on several dimensions following oar- 
ticipation in the family skills training program, including increased famdly 
communication of problems, improved relations among siblings, improved 
ability to think of family-oriented activities, clarity of f^ily rul« and more 
social contacts by parents. 

Likewise, improvements in children's behavior problems were found 

"^^"^^ >^ impulsively, were more well 

re!^^Sl5°"'' P?^ Also, children 

seu-reported improved relations with peers. 

The family skills training component of the Strengthening Families Program 
curriculum abo appears to have affected the e; .t to which children were able 

rhiwSi^JLT'^''''^ r'f^'" ?^ ^«'bally and otherwise. 

fh«i A °'uT'^ ^^'P homework, talked to people more when 

they felt sad, sought more attention from parents, and cried more. As in the 

in their intentions to use tobacco and alcohol, but not drugs 

Obviously, the author believes that this approach has considerable promise 
« L^nT."^- • """^ ''^ ^^i^-rm]^ youth. The positive effects of 

rrZi. 1 P'^^"'' ^ ^^^^ ^'^''^•"K program.^Bmd a children's 

socialskillstramingprogramneedtobetestedfordurabilityinafollowupstudy, 
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and the program effectiveness with other high-risk populations (minorities, 
conduct-disotdeied children) needs to be tested. 

Family Therapy 

A number of clinicians are using family therapy as a P^vention or e^ly 
intervention strategy for high-risk children and youth. Klein et al. (19/7) 
discovered that functional family therapy is an effective prevention strateKj^for 
younger siblings of delinquents, a megor breakthrough in this area. Hence, 
tonUy therapy to a prevention simtegy to the degree that it reduces risk factore 
frnonusersoVnonchemicallydependentmembersofthefamilya^ 

the children). Unfortunately, many public and private funding sources for 
alcohol and drug abuse prohibit payment for anyone but the abuser. 

Family therapy can take many form.. Gallant et al. (1970) have ex^ri- 
mented with the use of multiplen^ouple groups. Steinglass (1975 PP. 259-299 
briefly employed the free use of alcohol (while being video taped) in the initial 
assessment stages of an experimental inpatient program at NIAAAs 
Laboratory for Alcohol Research to help the staff and couples better understand 
alcohol's role in family dynamics. In Utah, the Teen Alcohol and Drug Schools 
havo successfully employed multiple family therapy principles for years. One 
uniqie feature of this program is switching children and parents for initial 
conmunication exercises. It often appears easier for people to practice new 
skills with different parents or children. 

To work successfully with chemically dependent families, the therapist or 
trainer needs thorough understanding of thedynamics and typical developmen- 
tal stages of these families (Steinglass 1980; Kaufman 1980>. The pioneering 
work of Wegscheider (1981) and Ackerman (1983) in family therapy with 
alcoholics has promoted understanding in this field. Since recruitment is often 
a problem, Szapocznik et al. (1986) have experimented with one-person family 
therapy and found it effective. In addition, Szapocznik has developed culturally 
relevant family therapy for Hispanic families of Cuban descent. Maldanado and 
his associates have successfully used their family model as an early intervention 
strategy for Hispanic (Spanish and Mexican descent) first-offender youth and 
as a prevention strategy for siblings (Courtney 1984; Kumpfer et al. 1986). 

Family Self-Help Groups 

Self-help groups, such as Al-Anon for spouses of alcoholics, and Alafam for 
families of alcoholics, are increasing in popularity. More than 5,000 Alafam 
Ktoups exist throughout the world, making them the single largest prevention 
program involving families of chemically dependent persons. These groups 
closely parallel Alcoholics Anonymous. According to Ablon (1974), they teach 
the basic lesson that alcoholism is a disease, along with three basic pnnciple»: 
loving detachment from the alcoholic, reestablishment of their own ^If-esteem 
and independence, and reliance on a higher power. Through shared experien- 
ces, the groups teach that many families have the same problems and that they 
are not alone. Some treatment clinics for chemical dependency also involve 
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spouMB (para-alcoholics) or families in groups. The author (Kumpfer 1976) 
specializes in prevention ijroupe for wives of chemically dependent men usinga 
specially structured cumculum. Through im^reased understanding, thwe 
spouses and families not only increase the probability that the alcoholic will 
achieve and maintain sobriety, but also decrease thoir own risk of becoming 
G^wnlSigsr) information on para-alcoholics and co-alcoholics see 

Multicompofient Prevention Programs 

All of the previously discussed prevention approaches involve a single 
strategy More recently, prevention programmers and planners have become 
excited about the possible interactive and enhancing potential of sustained 
integrattod, multicomponent community programs or campaigns. School-based 
programs are limited in their influence on youth because the majority of an 
adolescents time is spent outside school (at home, watehing television, in the 
community, and so forth). In addition, the highest risk youth are the least likely 
to be afc school, and significant onset uf alcohol and drug abuse occurs after high 
school ^aduation. Hence, an optimal prevention program would incorporate 
mass media, community organization, and families as well as schools. 

EvcUuation 

Evaluations of multicomponent prevention programs have been encoumging 
and suggest that by combining a number of programs a synergistic effect may 
increase the effectiveness of all componente. Flay and his assStesuS^^^ 
combined a school and media smoking-prevention program with written 
S.Xn'i '^'^"'"*' ^ TP*^^ ^'^^^ P^«"*« "^^mioT high «hS 

2 months between pretest and poetteet. Significant secondary effects were 
obeen^ed in parents involved in the program, with 35 perxient quitting smokine 
and 69 percent attempting to cut back or quit. TTiis VLai.h%id notZt iSf 

^tZtT ^^^^T' P°^>^'^ determine the efficacy of 

the multicomponent approach. 

rJinl^''^ f ^ ^VT^ * dismantling design to improve academic 

performance (one of the covariants of alcohol and drug abuse). They found that 
on y the seventh gradei. with all thzee components (teadief cVlJen^ 
student goal-setting groups, and home notes or calls to parente) had significant 
improvemente in grades and attendance over a no-intervention grouT 
IT^n 1 'V^^ effectiveness hypothesis of the multi- 

coZn^n ^Z'f'T'^'T' ^ ^oBt important 

component is the family involvement added last. 

Health Promotion Program 

Additiowdl support for the multicomponent community prevention approach 
can be gleaned from the heart disease prevention and health promoSon om 
munity programs: the Osio Study (Holme et al. 1982), the Cord TI^ 
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Community Study (Maccoby 1976; Solomon 1982, pp. 308-321), the North 
Karelia Project (McAlister et al. 1980, 1982). The Stanford Three Community 
Study demonstrated that the combination of in^'home or group prevention 
eeesiona with public media significantly reduced the risk of heart disease^ 
increased knowledge (Meyer et al. 1980), and decreased smoking and number 
of hypertensives (Farquahar et al. 1981) when comparing intervention with 
nonintervention control conununities. Intermediate results were found for the 
media-only communities at 1- and 3-year followups. Likewise, the intensive 
community prevention programming in the North Karelia Project in Finland 
suggests that multicomponent programs may have synergistic effects. More 
North Karelia residents who viewed the nationally televised smoking-cessation 
prograiis ceased smoking than persons in unorganized communities. 

A number of new community heart disease prevention programs are cur- 
rently under way in the United States: the Stanford Five Cities Study (Far- 
quahar 1978), the Minnesota Heart Health program (Leupker et al. 1982), the 
Pawtucket Heart Health Program (Elder et al 1982), and the Lycoming Com- 
munity Health Improvement Program (Felix 1983). These community 
programs seek to be more integral to the communities by involving key com- 
munity leaders and fewer outsiders to run programs. Unfortunately, none of 
these prevention programs include an evaluation design that can demonstrate 
the relative effectiveness of the individual program components. 

Several community-based drug prevention programs have been developed in 
San Francisco (Wallack and Barrows 1981); Charlotte, North Carolina (Kim 
1981, 1982); Ventura, California (NIDA 1982a, b) and Seattle, Washington 
(Resnik 1982). According to Johnson (1983), it ib ''not clear that any meaningful 
evaluation of these projects will be forthcoming/^ 

Environmental Prevention Approaches 

Some prevention approaches, particularly in the prevention of alcoholism, 
alcohol abuse, and alcohol problems (alcohol-impaired driving, crashes, illness), 
are concerned with community environmental changes as mentioned earlier for 
informal and formal social controls. For instance, specialists in the alcohol field 
have advocated numerous environmental and regulatory approaches to prevent 
alcohol-related problems. Recommended measures include regulating the con- 
tent of alcoholic beverage advertising (Mosher and Wallack 1981), increasing 
the accuracy of portrayals of the consequences of alcohol use in the mass media 
(Wallack in press), increasing counteradvertising through industry funding 
(Wallack 1984), increasing excise taxes and price (Mosher 1982; Grossman et 
al. 1984), and decreasing availability by (a) increasing the minimum age for 
legal purchase (Wagenaar 1981, 1982; Vingilis and DeGrenova 1984; Williams 
€Uid Lillis 1985); (b) reducing the number of outlets selling alcoholic beverages 
for olT-piemise consumption (MacDonald and Whitehead 1983; Hooper 1983); 
(c) eliminating alcoholic beverage sales from service stations; and (d) restricting 
sales at public events (Wittman 1985). 
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Moskowitz (1986) recently completed a review of these community environ- 
mental prevention approaches. Conclusioas in this field are hindered by the 
lack of experimental designs, comparable control groups, lack of data on mediat- 
ing variables, and the absence of process or implementation data (Judd and 
Kenny 1981); however, it appears that some public policy changes can have 
modest impact in reducing alcohol problems. Moskowitz (1986) stated that: ^'A 
substantial body of well-designed research indicates that increasing the mini- 
mum legal drinking age to 21 is an effective means of reducing alcohol-related 
automobile crashes, ii\juries and fatalities among the affected age group.'^ 
Wagenaar (1983) estimated that 20 percent of all alcohol-related crashes and 
13 percent of all fatal crashes involving young drivers can be prevented (Arnold 
1985). 

The effect of increased cost of alcohol on decreased use is unknown because 
of the substantial overlap of differences in community values or informal social 
controb with the amount of excise tax on alcohol. It does appear that if increased 
taxes are added to liquor, then youth and adults will switch to lower priced beer. 
Beer is now similar in price to soft drinks, because from 1967 to 1983 the price 
of alcoholic beverages increased only halif as much as nonalcoholic beverages 
(Cook and Tauchen 1984). 

Alcohol-impaired driving laws appear to have a short-term effect, depending 
on the enforcement of the laws and the degree of media coverage concerning the 
crackdown. This policy approach is more costly to implement than the pre- 
viously mentioned policy approaches of increased minimum age and increased 
taxation. The increased taxation approach has an additional benefit because 
the general State funds raised throu^^ this policy can be earmarked, as some 
States have done> for alcohol and drug abuse treatment and prevention 
programs. 

Another secondary or tertiary prevention strategy designed to reduce alcohol 
problems and alcohol-impaired driving is server intervention (Mosher 1983). 
O'Donnell (1985) estimated that about half of all alcohol-impaired drivers are 
driving to or from licensed on-premise establishments. Server intervention 
involves developing new policies and training managers and servers to refuse 
service to intoxicated customers and to increase profits by promoting food and 
nonalcoholic drinks. Two evaluation studies of server interventions are in 
progress, but have no results to date (Saltz 1985). 

Most of these fonnal control prevention strategies are appropriate only for 
the prevention of abuse of a '^gal substance like alcohol. They are less applicable 
to the drug abuse prevention field except for over-the*counter and prescription 
drugs. Also, because these environmental and regulatory approaches tend to 
legislate personal choice, they often face public and private resistance (Bell and 
Levy 1984, pp. 776-785) and raise ethical and moral questions (Roffman 1982). 
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Conclusion 



Public Policy Issues 

Alcohol and drug abuse, dependency, and problems are a significant drain on 
the Nation's health and economic well-being Despite the significant drop in use 
of alcohol and drugs by youth in this Nation since 1981, a substantial percentage 
of adults are using drugs. The commitment in this country to the prevention of 
alcohol and drug abuse has been limited to verbal commitments rather than 
financial commitments. Although alcohol and drug abuse in 1986 cost each 
person in this countiy about $850 (economic cost estimated from lost produc- 
tivity, treatment costs, societal costs in accidents, fires), only 77 cents per person 
was spent on alcohol and drug abuse prevention. 

Public concern appeared to change dramatically in fall 1988, and Congress 
authorized several billion dollars for the prevention of alcohol and drug abuse. 
Unfortunately most of this money will be spent on supply reduction techniques 
that have demonstrated little effect on actual use patterns. According to 
Johnston (personal communiajtion), 200 times more funding is going toward 
supply reduction as compared with demand-reduction strategies of prevention. 
The Rand Corporation Report; on Strategies for Controlling Adolescent Drug 
Use (Polich et al. 1984) detaihsd why the use of supply-reduction interventions 
is ineffective in decreasing dnig use and probably have pushed youth into using 
more harmful drugs. 

In addition, a very smal'. amount of the new funding will be targeted to 
high-risk children and youth as advocated in this paper. Only about $24 million 
of the total amount will be used to fund demonstration/evaluation projects for 
comprehensive prevention and treatment, targeted prevention projects, and 
early intervention projects for high-risk youth. The creation of OSAP, which 
will administer these new targeted prevention projects, is a step in the right 
direction. It is hoped that many new and innovative programs will be created 
and evaluated for dissemination by this funding. 

Cost Benefit of Prevention Programs 

Cost-effectiveness or cost-benefit analyses of current alcohol and drug abuse 
prevention approaches need to be conducted as advocated by the AACAP's 
prevention project. Currently, it is difficult to determine cost effectiveness, 
because effectiveness for many prevention approaches i? not well established. 
However, gross estimates are possible and should be us^jd in advance of estab- 
lishing a prevention program to determihe whether the project is worthwhile. 
Little is published on the program costs from which to estimate cost effective- 
ness. In 1977, NIDA published some information that could be used to deter- 
mine gross estimates of cost effectiveness. NIDA estimated, at that time, that 
to be cost effective, information or media campaigns needed to affect 0.15 percent 
^ '^he participants, education programs needed to affect 6.25 percent of the 

ERIC Orn 



348 PREVENTION OF MENTAL DISORDERS 



participants, alternative programs needed to affect 8.53 percent of the par- 
ticipants, and intervention programs needed to affect 4.48 percent of the 
participants. 

Research evaluations rarely publish their effectiveness rates and compare 
them with the costs of continued use of alcohol or drugs or unexpected benefits. 
The 1986 estimated yearly cost to society of a dysfunctional drug user is about 
$8,000, up from about $6,200 in 1982. Hence, this figure on estimated cost of 
dysfunctional use needs to be indexed each year. Cost-effectiveness evaluations 
are ol)viou8ly the b )st indicator of whether the program was really the most cost 
effective, because outcomes are compared across several programs with the 
same type of participants. However, cost-benefit analyses are possible with 
programs that have only one experimental group and one randomly assigned 
control group In addition, this type of analysis has the added advantage of 
allowing the evaluator to add other spinoff or unexpected benefits to society. 
For example, the author has conducted a cost-benefit analysis of an alternative 
job skills building prevention program for high-risk youth. This program proved 
to be cost beneficial only when the value of the youth's community homebu ilding 
projects was considered. 

Coet-effective programs are likely to include the following elements; com- 
munity volunteers working with youth in community settings; strategies that 
target high-risk youth; messages that stress healthy lifestyles and focus on 
short-term health consequences; integration of enduring, coordinated, and 
pervasive strategies that address many of the environmental domains ad- 
dressed in this paper. 

Recommended Directions 

In a presentation to the AACAP in 1985, the author discussed several 
promising directions for the prevention of alcohol and drug abuse (Kumpfer 
1985). The most important points are summarized below: 

1. Prevention inteiventions need to be tailored to the intended audience, 
taking into account age, race, culture, gender, and life circumstances. 

2. Prevention interventions need to be based on the best knowm etiological 
factors contributing to or protecting youth from alcohol and drug abuse. 

3. More etiological research is needed to track high-risk youth longitudinally 
from childhood into the drug-using adolescent and early adult stages of 
their lives. 

4. Increased prevention effectiveness research is needed for a broad range 
of prevention interventions, rather than the current strategy of putting 

most funding into education-based approaches using one major strategy- 
say no" skills training. 
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6. Cost-effectiveness and cost-benefit analyses (even if very crude) should be 
conducted to determine whether development of a particular prevention 
strategy is likely to be worthwhile. This type of analysis may help 
prevention designers to consider ways to cut costs and increase benefits. 

6. Preferred prevention strategies coordinate local community involvement, 
include messages that stress healthy lifestyles, target high-risk youth, 
and are enduring, naturalistic prevention programs. 

Role of Health Care Providers 

Medical staff members often come in contact with individuals at hi^^ risk for 
alcohol and drug abuse because health problems, mental health disorders, and 
accidents are often asiociated with alcohol and drug abuse. Health care profes- 
sionals are becoming more aware of the signs and symptoms of alcohol and drug 
abuse. Pediatricians and child or adolescent psychiatrists can better diagnose 
the child at risk for alcohol and drug abuse if they underetand the etiological 
risk factors and the four stages of drug use outlined by MacDonald (1984), 
former director of ADAMHA Professional health care providers who work with 
troubled youth could provide early intervention services if they would be willing 
to determine risk for alcohol or drug abuse by using a brief instrumont that has 
been developed for the American Academy of Pediatricians (Klitzner and Schon- 
berg 1988; Petchers et al. 1988). 

In addition, doctors need to be sensitive to the possible negative consequences 
of overpreecribing drugs to youth, such as (a) that youth may infer from their 
experience with prescription medications that drugs can cure any pain, physical 
or mental, and (b) that drugs are occasionally diverted into street use. One 
pediatric study suggests that youth who are prescribed psychoactive medica- 
tions, even for valid medical reasons, are more likely to become abusers (Roush 
et al. 1980). One problem with this correlational study is that it is difficult to 
attribute cause. 

Many youth look up to members of the medical profession as role models in 
the community Because of their involvement with children and youth as 
caregivers and their high status (both of which increase identification and role 
modeling), health care providers in their involvement with youth should be sure 
to model nonuse of tobacco and illegal drugs and abstinence or moderate use of 
alcohol. This is a position that all responsible adults— including parents— who 
are around children should take. 

Summary 

There are no simple solutions in the fight against alcohol and drug abuse. 
Alcohol and drug abuse is due to long-term, complex causes that begin early in 
lifo. Early childhood risk factore put some children on a different developmental 
path that terminates in alcohol or drug abuse and other problem behaviors. 
Health care providers need to use their professional training and knowledge to 
r,y^)mpt to help these children by early intervention and referral efforts. 



350 PREVENTION OF MENTAL DISORDERS 



References 



Abel, E.L., ed. Fetal Alcohol Syndrome I: An Annotated and Comprehensive 
Bibliography. Boca Raton, Fla.: CRC Press, Inc., 1981. 

Abel, E.L., ed. Fetal Alcohol Syndrome II: Human Studies. Boca Raton, Fla.: 
CRC Press, Inc., 1982. 

Ablon,J. Al-Anon family groups: Impetus for change through the presentation 
of alternatives. American Journal of Psychotherapy ISiXyM, 1974. 

Ackerman, R. Children of Alcoholics. Holmes Beach, Fla.: Learning Publica- 
tions, 1983. 

Adler,R, and Raphael, B. Children of alcoholics. Australian and New Zealand 
Journal of Psychiatry 17:3-8, 1983. 

A'pert and Schuckit. Unpublished data. 

Alyy, K. 'Tarenting Programs for Black Parents." Paper presented at the 
Primary Prevention of Psychopathology Conference (Families in transition: 
Primary prevention programs that work). National Institute of Mental Health, 
University of Vermont, Burlington, Spring 1985. 

Apsler, R. People control the amounts of substances they use. Journal of Drug 
/ssttM 9:145-160, Spring 1979. 

Arnold R. Effect of Raising the Legal Drinking Age on Driver Involvement in 
Fatal Crashes: The Experience of Thirteen States. DOT Pub. No. (HS)806 902. 
Washington, D.C.: National Highway Traffic P iety Administration, Nov. 1986. 

Bale, R.N. The validity and reliability of self-reported data from heroin addicts: 
Mailed questionnaires compared with face-to-face interviews. The Interna- 
tional Journal of the Addictions 14(7):993-1000, 1979. 

Bandura, A. Social Learning Theory. Englewood Cliffe, N.J.: Prentice Hall. 
1977, 

Bandura, A. Social foundations of thought and action: A social cognitive theory. 
Englewood Cliffs, N. J.: Prentice-Hall, 1986. 

Battjes, R.J., and Jones, C.L. Implications of etiological research for preventive 
interventions and future research. In: Jones, C.L., and Battjes, R.J., eds. 
Etiology of Drug Abuse: Implications for Prevention. NIDA Research 
Monograph 56, DHHS Pub. No. (ADM)85-1335. Washington, B.C.; U.S. Govt. 
Print. Off., 1985. pp. 269-276. 

Baumrind,D. "Why Adolescents Take Chances— And Why They Don't." Paper 
DMsented at the National Institute of Child Health and Human Development. 
ErJC ada, Md., Oct. 1983. ^ ^ . 



ALCOHOL AND DRUG ABUSE 



361 



Baumrind,D. Familial antecedents of adoleecent drug use: A developmental 
^^pective In: Jones, C.L.. and Battjes. R.J. eds. ^^^f^^^^^''^- 
ImDlh^ns fbr Prevention. NIDA Research Monograph 66, DHHS Pub No. 
SSS^lSSe. Washington, D.C.: U.S. Govt. Print. Off., 1986. pp. 13-44. 

Bedeiter H.; Porjesz, B.; Bihari, B.; and Kissen, B. Event-related brain 
p^Sinboysrrikkfir alcoholism Science 225:1493-1496, 1984. 

BeU, C, and Battjes, R. Prevention Research: P"-"}^^^^^^^ 
Children and Adolescents. NIDA Research Monograph, DHHS Pub. No. 
(ADM)85-1335. Washington, D.C.: U.S. Govt. Print. Off., 1986. 

Bell, C.S., and Levy, S.M. Public policy and smoking prevention: ImP«cations 
for Research. In: Matarazzo, J.D.; Weiss, S.M.; Herd, J.A; and Miller, N.E., 
ods. Behavioral Health. New York: Wiley, 1984. pp. 775-785. 

Bennett, L.A, and WoUn, S.J. "A Comparison of Children from Alcoholic and 
NoD-alcoholic FaraUiee: Cognitive and Psychosocial Functioning. Paper 
presented at the National Council on Alcoholism Meeting, Washington, 
1985. 

Bentler, P., and Speckart, G. Models of attitudes-behavior relations. 
Psychological Review 86:462-464, 1979. 

Bien, N.A., and Bry, B.H. An experimentally designed comparison of four 
intensities of school-based prevention programs for adolescents with adjust- 
ment problems. Journal of Community Psychology S-.nO-m, 1980. 

Biglan, A; Severson, H.H.; Ary, D.V.; Faller, C; Thompson, R; Nautel, C; 
Lichteistein, E.; and Weissman, W.W. Refusal skills training and the preven- 
tionofadolescentcigamttesmoking In: Bell, C. and Battjes, R,eds. ^«fton 
Research: DeterringDrugAbuse Among Children and Adolescents. DHHS Pub. 
No. (ADM)86-1344. R«ckville, Md.: NIDA, 1985. pp. 170-195. 
Blum, R; Blum, E.; and Garfield, E. Drug Education: Results and Recommen- 
dations. Lexington, Mass.: Lexington Books, 1976. 

Bohman, M.; Sigvardason, S.;and Cloninger, R Maternal inheritance of alcohol 
abuse: Cross-fostering analysw of adopted women. Archives of General 
Psychiatry i8'.%5-969, 1981. 

Booz-Allen and Hamilton, Inc. An assessment of the needs of and resources for 
children of alcoholic parents. Rockville, Md.: NIAAA, 1974. 

Botvin, G.J., and Eng, A A comprehensive school-based smoking prevention 
program. Journal of School Health 50: 209-213, 1980. 

Botvin, G.J, and Eng, A. The efficacy of multicoraponent approach to the 
prevention of cigarette smoking. Preventive Medicine 11:199-211, 1982. 

ERiC 

357 



862 PREVENTION OF MENTAL DISORDERS 

Bohrin, G., and McAlister, A. Cigarette smoking among children and adoles. 
"Z^ and prevention. In: Arnold, C, ed. Annual Review of Disease 

iVewenfton. New York: Springer, 1982. 

SritJ-^ Psj«^hoeocial research on teenage drinking: Past and future. In: 
Scarpitti, F and Batesman, S., eds. Drugs and the Youth Culture. Beverly 
Hills: Sage Press, 1980. ««v«rijr 

^-^i Whiteman, M. Peer, family, and personality 
tmm.im^^^ adolescents' drug behavior. Psychological Reports 

BrunswickA-F., and Boyle, J.M. Patterns of drug involvement: Developmental 
and secular mfluences on age at initiation. Youth and Society 2: 139-162, 1979. 

Bukoski,W. "DnigAbusePreventionEvaluation: A Meta-Evaluation Process " 

tiXlS^orkf im^ °^ ^^""^^ ^^^^^ 

^koslri,W.J. School-based substance abuse prevention: A review of program 
reseawh. In: Ezekoye, S ; Kumpfer, K; and Bukoski, W. J., eds. Childhood 
im ^g^m"^* ^''''''^'^''^'^'^^^^^^on. New York: Haworth Press, 

Cadoret, RJ.; Cain, C.A.; and Crowe, R.R. Evidence for gene-environment 

'^i^Tsm^io':;:^^^^ ^'^'^^^ 

«n5°I!f' f"^'' °'^^«"J T.W.; Troughton, E.; and Heywood, E. Alcoholism and 
^A^rifT'"" Interrelationships, genetic and environmental f^to« 
Archives of General Psychiatry 27: 16 1-167. 1, 1985. 

Catalano, RF.; Hawkins, J.D.; White, H.; and Pandina, R Tredictini? 
S^"„"S%Vr Delinquency in Two Longitudinal Studied' Pa^f 
D^o?lj^v 1985 " ^''"^ ^'"^'^ Criminology, S^n 

RtLuaVrhp^qto"'*''^ ""^ ^''^^^"^ U.S. adults: 

A^nho^P ^l^-^ national survey In: Alcohol and Health Monograph 1, 
^cohol Consumption and Related Problems. DHHS Pub. No. (ADM)82-1 190 
Washington, D.C.: U.S. Govt. Print. Off., 1982. ^ADM)8^.1190. 

A^^^n^^r' ^''^fn''' Sigvardsson, S. Inheritance of alcohol abuse. 

Archives of General Psychiatry 38:861-868, 1981. 

Coate, D., and Grossman, M. "Effects of Alcoholic Beverage Prices and Leral 

fnTN^f ^ P ^''^'^ the Second Sri HS 

^d Nu ntion Examination Survey" Unpublished manuscript. New Ybrk 
National Bureau ofEconomic Research, 1985. xNew xors. 

ERIC 35 5 



ALCOHOL AND DRUG ABUSE 



353 



Coie, J.D. . and Dodge. KA. Continuities and changes in chU^^^^^ 

A five-year longitudinal study. MeniU-Palmer Quarterly 29(3):26 1-282, 1983. 

Coie J.D., and Kuperschmidt;j.B. A behavioral analysis of emerging social 
status in boys' groups. Child Development 54:1400-1416, 1983. 

Cook. P The effect of liquor taxes on drinking, cirrhosis and auto accidents. In: 
Moore M.,andGerstein,D.,ed8. Alcohol and Public PoUcy: Beyond the Shadow 
ofProhibiHon. Washington, D.C.: National Academy Press, 1981. 

Cook, P., and Tauchen, G. The effect of liquor taxes on heavy drinking. The 
BellJournal of Economics 13:379-390, 1982. 

Cook, P., and Tauchen, G. The effect of minimum drinking age legislation on 
youthful auto fatalities, 1970-1977. Journal of Legal Studies 13, 1984, 

Cook,T. Priorities in research in smoking prevention. In: Bell,C^and Battjee, 
R.. eds. Prevention Research: Deterring Drug Abuse Among Children and 
Adolescents. DHHS Pub. No. (ADM) 85-1334. Rockville, Md.: NIDA, 1985. 
pp. 196-220. 

Cotton, N.S. The familial incidence of alcoholism. Journal of Studies on /ucohol 
40:89-116, 1979. 

Courtney, R.J. Functional family therapy intervention for Hispanic juvenile 
offenders and their parents. Project consultation on the Institute for Human 
Resources Development Prevention Program. Salt Lake City: Utah State 
Division of Alcoholism and Drugs, 1J84. 

DeMarsh, J., and Kumpfer, K.L. Family-oriented interventions for the preven- 
tion of chemical dependency in children and adolescents. In: Ezekoye, b.; 
Kumpfer, K.; and Bukoski,W., eds. Childhood and Chemical Abuse: Prevention 
and Intervention. New York: Haworth Press, 1986. pp. 117-151. 

Dielman, T.E.; Horvath, W.J.; Leach, S.L.; and Lorenger, AL. Peer Pressure in 
recruitment to smoking. Final report to NIDA. University of Michigan, 1984a. 

Dielman, T.E.; Leach, S.L.; Lyons, AC; Lorenger, AT; Klos, D.M.; and Hor- 
vath, W.J. Resisting pressures to smoke: Fitleen-month follow-up results of an 
elementary school based smoking prevention project. International Journal of 
Health Education. 19846. 

DirVjneyer, D., and McKay, G.D. Systematic Training for Effective Parenting. 
Circle Pines, Minn.: American Guidance Service, Inc., 1976. 

DuPont, R. Stopping drug abuse before it starts: The future of drug abu^e 
prevention. Rockville, Md.: Committee ofthe Institute for Behavior and Health, 
Inc., in press, 

ERIC 35/^ 



354 



PREVENTION OF MENTAL DISORDERS 



DuiTOlU,and Buko8ki,W, 'The Prevention of Substance Abuse: State-of-the- 
Art." Unpublished paper, 1983. 

Eiser, R, and van der Pligt, J. Attitudinal and Social Factors in Adolescent 
Smoking: In Search ofPeer Group Influence. Exeter, England: Department of 
Psychology, University of Exeter, 1985. P«»menioi 

Elder, G.H.; Caspi, A., and Downey, G. Problem behavior in family relation- 
^^^T ^^"^^Ifneratioaal analysis. In: Sorensen, A; Weinert, F.; and Sher- 
NJ ErlbaunTigsT^^^^^ /nterdiscip/inao' Perspecftue. Hillsdale, 

D S®""' '^ l'^^' L M.; Carleton, R.A. ; Knisley, P.M.; Peterson, G.S.; Rosenberit 
P.E.; and Snow, RGK. "Establishing Cost-efficient Member-o;S^H^rt 
Healrti Programs in Organizational Settings." Paper presented at the Annual 
l/onvention of the Society of Behavioral Medicine, Baltimore, Md., 1982. 

f,!^^ ™ D ' ""•^i"^"' ^ , Ralationship Between Delinquent Behavior 
A^f^^ S^^r^"^' Paper prepared for the ADAMHA/OJJDP State 

fnH Molff^f??"',! ^J"^«,'«"^r {"T"e Offenders with Serious Drug/Alcohol 
and Mental Health Problems, Bethesda, Md. , 1984. 

frU!" R ' ^ ^ Explaining Delinquency and Drug 

l/se. Boulder, Colo.: Behavioral Research Institute, 1982. 

f^^^^'^'i n 'T',? ' S '^- E^Pi<^ning Delinquency and Drug 

Ose. Beverly Hills, Calif: Sage Publications, 1985. 

SLndComp^^^^^^ I>e.n,u.nc,an.Z>«>pou. I^xington, Mass.: D.C. 

Evans, RL; Rozelle, RM.; Maxwell, S.E.; Raines, B.E.; Dill, C A • Guthrie T J • 
Hendereon, AH.; and Hill, P. C. Social modeling films to ^t^r smoW^^^^ 

P^Xee^o^^^^^^^^ ''''' — 

Tn^^^i^lf^' T^^T'^' M.; Hansen, W.B.; Bane, A; and Havis, 
Do erring the onset of smoking in children: Knowledge of immediat^ 

modeling. Journal of Applied Social Psychology 8(2):126-135, 1978. 

Ezekoye, S.; Kumpfer, K; and Bukowski, W. Childhood and Chemical Abuse- 
Prevention and IntervenHon. New York: Haworth Press, 1986. 

Farquahar J.W. The community-based model of life style intervention trials 
American Journal of Epidemiology 108:103-111, 1978. "^^e""^" trials. 

Farquahar J.W ; Magnus, P.F.; and Maccoby, N. The role of public information 

^r^^^s^r;^ "our^^oFZn^ 



ALCOHOL AND DRUG ABUSE 



365 



Farnsworth^ M. Family structure^ family attributes^ and delinquency in a 
sample of low-income minority males and females. Journal of Youth and 
Adolescence 13(4):349-364, 1984 

Felix» The Pennsylvania county health imr^rovement program (CHIP). 

Unpublished project description^ 1983. 

Finnegan^ L.P. Clinical effects of pharmacologic agents on pregnancy^ the fetus 
and the neonate. Annals of the New York Academy of Sciences 281:74-89» 1976. 

Fishbein^ M.» and Ajzen^ I. Belief, Attitude, Intention and Behavior: An Intro- 
duction to Theory and Research. Reading, Mass.: Addison-Wesley, 1976. 

Fisher, D.A; Annstrong, B.K.; and de Klerks N.H. "A Randomized-controlled 
Trial of Education for Prevention of Smoking in 12-year-old Children/^ Paper 
presented at the Fifth World Conference on Smoking and Health, Winnipeg, 
Canada, July 1983. 

Flay, B.R. Psychosocial approaches to smoking prevention: A review of the 
findings. Health Psychology, 1987. 

Flay, B.R.; d'Avernas, J.R.; Best, J.A; Kersell, M.W.; and Ryan, KB. Cigarette 
smoking: Why young people do it and ways of preventing it. In: McGrath, P., 
and Firestone, P., eds. Pediatric and Adolescent Behavioral Medicine. New 
York: Springer-Verlang, 198da. 

Flay, B.R.; Hansen, W.B.; Johnson, CA; and Sobel, J.L. 'Involvement of 
Children in Motivating Smoking Parents to Quit Smoking with a Television 
Program.'' Paper presented at the Fifth World Conference on Smoking and 
Health, Winnipeg, Canada, and the 91st Annual Convention of the American 
Psychological Association, Anaheim, Calif, 1983&. 

Flay, B.R.; Johnson, C.A.; Hansen, W.B.; Grossman, L.M.; Sobel, J.L.; and 
Collins, L.M. '"Evaluation of a School-based, Family-oriented, Television- 
enhanced Smoking Prevention and Cessation Program: The Importance of 
Implementation Evaluation.^^ Paper presented at the Joint Meeting of Evalua- 
tion Network and the Evaluation Research Society, Chicago, 1983c. 

Flay, B.R.; Johnson, CA; Hansen, W.B.; Ulene, A.; Grossman, L.M.; Alvarez, 
L.; Sobel, D.F.; Hochstein, G.; Sobel, J.L. Evaluation of a mass media enhanced 
smoking prevention and cessation program. In: Baggaley, J.P., and Tanega, 
P., eds. Experimental Research in Televised Instruction. Vol. 6. Montreal: 
Concordia University Press, 1982. 

Flay, B R.; Ryan, KB.; Best, J.A; Brown, KS.; Kersell, M.W.; d'Avemas, J.R; 
and Zanna, M.P. Are social psychological smoking prevention programs jjSec- 
tive? The Waterloo Study. Journalof Behavioral Medicine 8{l):Sl -59, 1986. 

Forehand, R.L., and McMahon, RJ. Helping the Noncompliant Child. A 
Clinician's Guide to Parent Training. New York: The Guilford Press, 1981. 



866 



PREVENTION OF MENTAL DISORDERS 



Eraser, M.W. "Social Responsibility and Substance Abuse."" Paper presented 
at the Annual Program Meeting of the Council on Social Work Education, St. 
Louis, 1987a (March). 

Eraser, M.W. Reconsidering drug involvement among youth and adolescents: 
Implications for targeted prevention. Journal of Sociology and Social Welfare 
14(4):21*46, 19876. 

Eraser, M.W., and Hawkins, J.D. Social network analysb and drug misuse. 
Social Service Review 68(l):81-97, 1984. 

Eriedman, L.N. Employing the ex-addict: An experiment in supported work* 
In: Leveson, I.,ed. Quantitative E^qplorations in Drug Abuse Policy. New York: 
SP Medical and Scientific Books, 1980. 

Gabriellat W.F., and Mednick, S.A. Intellectual performance in children ct 
alcdioUcs. The Journal of Nervous and Mental Disease 171(7):444-447, 1983. 

Gabriella, W.F.; Mednick, S.A.; Volavka, J.; Pollock, V.E.; Schulsinger, E.; and 
Itil, T.M. Electroencephalograms in children of alcoholic fathers. 
Psychophysiology 19:404-^407, 1982. 

Gallant, D.M.; Rich, A; Bey, E.; and Terranova, L. Group psychotherapy with 
married couples: A successftil technique in New Orleans alcoholism clinic 
patients. Journal of Louisiana State Medical Society 122:41, 1970. 

Gersick, K; Grady, K; and Snow, D. Social-cognitive Skill Development with 
Sixth Graders and Its Initial Impact on Substance Use."* Unpublished 
manuscr ipt. New Haven: Yale University, Department of Psychiatry, 1985. 

Giordano, P.O.; Cernkovich, S.Au, andPugk, M.D. Friendships and delinquency. 
American Journal of Sociology 91(6): 1170-1202, 1986. 

Goldstein^ J.W., and Sappington, J. Personality characteristics of students who 
become heavy drug users: An MMll study of an avant-garde. American 
Journal of Drug and Alcohol Abuse 4:401-412, 1977. 

Goodstadt, M. Drug Education: A turn on or a tumoff. Journal of Drug 
Education 10:89-99, 1980. 

Goodstadt, M. Planning and e^'aluationofalcohol education programs. Journal 
of Alcohol and Ui ng Education 26:1-10, 1981. 

Goodstadt, M., and Sheppard, M. Three approaches to alcohol education. 
Journal of Studies' on Alcohol 44(l):362-380, 1983. 

Goodwin, D. Is alcoholism hereditary? A review and critique. Archives of 
General P8ychiatfy25M5-bA9, 1971. 

Goodwin, D.W. Alcoholism and genetics. Archives of General Psychiatry 
J^-171-174, 1986. 

ERIC 3(:2 



ALCOHOL AND DRUG ABUSE 



Gordon, T. Parent Effectiveness Training. New York: P.H. Wyden, 1970. 

Greenleaf,J. Co-alcoholic, Para^alcoholic. Los Angeles: Greenleaf Associates, 
1981. 

Grossman, M.; Coate, D.; and Arluck, G. 'Trice Sensitivity of Alcoholic 
Beverages in the United States." Unpublished manuscript. New York: Nation- 
al Bureau of Economic Research, 1984. 

Guerney, B.G., Jr. Filial therapy: Description and rationale. Journal of Con- 
sulting Psychology 2Sii).30i-SlO, 1964. 

Hansen, W.B. "Theory and implementation of the social influence model of 
primary prevention." Paper presented at the National Prevention Network and 
NASADAD Prevention Research Conference, Kansas City, 1988. 

Hawkins, J.D.; Lishner, D.M.; and Catalano, R.F. Childhood predictors and the 
prevention of adolescent substance abuse. In: Jones, C.L., and Battjw, R.J ., 
eds Etiology of Drug Abuse: Implications for Prevention. NIDA Research 
Monograph 56, DHHS Pub. No. (ADM)8'3-1335. Washington, D.C.: U.S. Govt. 
Print. Off., 1985. pp. 75-126. 

Hawkins, J.D.; Lishner, D.M.; Jenson, J.M.; and Catalano, R.F. Delinquonts 
and di-ugs: What the evidence suggests about prevention and treatment 
programming. In: Brown, B.S., and Mills, A.R., eds. Youth at High Ri&k for 
Substance Abuse. 1987. 

Herjanic, B.M.; Barredo, V.H.; Herjanic, M.; and Tomelleri, C. Children of 
heroin addicts. International Journal of the Addictions 14(7):G3S-641, 1979. 

Herjanic, B.M.; Herjanic, M.; Penick, E.G.; Tomelleri, C.J.; and Armbruster, 
R.B.S. Children of alcoholics. In: Seixas, F., ed. Currents in Alcoholism. Vol. 
2. New York: Grune and Stratton, 1977. 

Hill, S.Y.; Steinhauer, S.R.; andZubin, J. Biological markers for alcoholism: A 
vulnerability model conceptualization. 34th Annual Nebraska Symposium on 
Motivation: Alcohol and Addictive Behavior. Lincoln, Neb.: University of 
Nebraska Press, 1985. 

Hirschi, T. Causes of Delinquency. Berkeley; University of California Pr<js3, 
1969. 

Holmberg, M.B. Longitudinal studies of drug abuse in a fifteen-year-old popula- 
tion. Acta Psychiatrica Scandinavica 16:129-136, 1985. 

Holme, E.I.; Helgoland, A; Hjermann, I.; and Leren, P. Socio-economic status 
as a coronary risk factor: The Oslo study Acta Med Scandinavica 660 
(Suppl.):146-151, 1982. 



368 



PREVENTION OF MENTAL DISORDERS 



Hooper, F. "Yk& Relationship Between Alcohol Control Policies and Cirrhosis 
Mortality in the United States Countice." Paper presented at the Annual 
Conference of Americaa Public Health Association, Dallas, 1988. 

Htt, T.; Swisher, J.; McDonnell^ N.; and Stein, J. Coat-Effectiveneaa Evaluation: 
A Drug Abuse PrevmUon AitemaMma Program. Research Report for the 
Prevention Branch of the MDA Grant No. E07 DA02464-02, 1982. 

Hubtt, G.J., and Bentler, P.M. Developmental theoiy of dnig use: Derivation 
and assessment ofacauaalmodeiing approach. In: Bailee, P.B., and Brim D., 
1982 ^^f^203^'^^^'"^^^ owe/ Behavior. New York: Academic Pressi 

Hube, G.J.; Wmgarri, J.A.; and B«ntK P.M. Longitudinal analysis of the role 
of 1^ support, adult models, and pew subcuituiwi in beginning adolescent 
substance use: An application of setwise canonical correlation methods, MuU 
Umnate Behwjiorui, Research 15:259-279, 1980. 

Huba, G.J.; Wingard, J.; and Bentler, P.M. Intentions to us© druga among 

aaalysis. InUrmUoml Journal of Addictions 

16:33j.<dijl9, 1981. 

Huesmana, L.R.; Eroa, L.D.; Le^kowitz, M.N.; and Walder, L.O. "Tjia Stability 
ot Aggressjon Over Tim© and Generations." Paper presented at the Meeting of 
the Society for Iteeearch in Child Deveiopment, Detroit, 1 983. 

Jackflou. N.; Carliai, J; Greenway. C; and Zatenick, M. Age of initial drug 
exponmentation amongwhiteand nonwhite ethnics. The InternaMcnalJoumal 
of Ihe Addictions 16(8): 1371-1386, 1981. 

Jacob, 'r., and Seiibamer.RA Alcoholism and family interaction. In: Jacob, 
T., od. Family Interaction and Ps-jchopathology: Theories, Methods, and Find- 
mga. New York: Plenum Pub., 1986. 

Jaesor, R. Predicting time of ona©t of maryuana use: A developmental study of 
high school youth, Journal ofComvMng and Clinical Psychology 44:125434, 

J€8Sor, R., Chtt80, JA; and Donovan, J.E. Psychrjsooiai cori^iatee of marijuana 
use and pt^biem drinking in a national sample of adoiosceuto. Ameiican 
Joumai. of Public Health 70(6):604^13, 1980. 

Jessor, R,; Donovan, J.E.; and WIdmer, K, Psychosocial Factors in Adolescent 
Mcohol and Drug Use: The 1978 National. Sample Study, mid the 1974-78 Panel 
Study. Boulder, Colo.: Institute of Behavioral Science, .1S80. 

Jeesor, R., and Jeseor, S,L. Frohkni Behavior and Psychosocial Deuehpment 
A Longituiiinal Study. New York: Academic Press, 1977. 

3f;4 




ALCOHOL AND DRUG ABUSE 



Jessor, R, and Jeesor, S.L. Theory testing in longitudinal roeearch on 
maruuana use. In: Kandel, D., ed. Longitudinal Research on Drug Uae, 
Washington, D.C.: Hemisphere Publishing Co., 1978. 

Johnson, C. A. Intervention in public schoob using informational, teacher, and 
peer strategies. In- Grabowski, J., and Glynn, T., eds. Interduictplinary 
Analysis of Strategies in Drug Abuse Prevention. National Institute on Drug 
Abuse Research Monograph, in preparation. 

Johnson, C.A; Hansen, W.B.; Collins, L.M.; and Graham, J W. Final Report 
The High School Anti-moktng Project. Report to National Institute on Drug 
Abuse. University of Southern California, 1984. 

Johnson, C.A; Hanson, W.B.; Flay, B.R; Graham, J.; and Sobel, J. 'Trevention 
of Multiple Substance Abuse in Youth." Paper presentedat National Prevention 
Network Conference, Nashville, 1985. 

Johnston, L.D. Drugs and American Youth. Ann Arbor, Mich.: University of 
Michigan, Institute for Social Research, 1973. 

Johnston, L.D.; Bachman, J.G.; and O'Malley, P.M Student Drug Use in 
America, 1975-1981. DHHS Pub. No. (ADM)82-1221. RockviUe, Md.: U.S. 
Department of Health and Human Services, 1982. 

Johnston, L.D.; Bachman, J.C.; and O'Malley, P. Student Drug Use, Attitudes, 
and Beliefs, National Trends, 1975-1982. National Institute on Drug iU)UTO 
DHHS Pub. No. (ADM)83.1260. Washington, D.C.; U.S. Govt. Print. Off., 1983. 

Johnston, L.D., O'Malley, P.; and Bachman, J.G. Drugs and American High 
School Students, 1976-1983. National Institute on Drug Abuse DHHS Pub. No. 
(ADM)86-1374. Washington, D.C.: U.S. Govt. Print. Off., 1984. 

Johnston, L.D.; O'Malley, P.; and Bachman, J.G. Use of Licit and IlUcit Drugs 
by America's HighSchoolStudenta, 1976-1984. DHHS Pub. No. (ADM)85.1396. 
Washington, D.C.: U.S. Govt, Print. Off., 1985. 

Johnston, L.D.; O'Maliey, P.M.; and Bachman, J.G. Drug Use Among American 
High School Students, College Students, and Other Young Adults: National 
Trends Through 1986. Ann Arbor, Mich.: University <^ Michigan, Institute for 
Social Research, 1986. 

Judd, C, and Kenny, D. Estimating the Effects of Social Interventions. London: 
Cambridge University Press, 1981. 

Kag, L. Studies on the Etiology and Sequels of Abuse of Alcohol. Sweden: 
University of Lund, Department of Psychiatry, 1960. 

Kandel, D.B. Stages in adol«3scent involvement in drug use. Science 190:912- 
914, 1975. 



860 PREVENTION OF MENTAL DISORDERS 



Kandel, D.B. Developmental stages in adolescent drug involvement. In: Let- 
tieri,D.J.;Sayer8,M.; and Pearson, H.W.,ed8. Theories on Drug Abuse. NIDA 
Research Monograph 30, DHHS Pub. No. 80-967. Washington, D.C.: U.S. Govt 
Print. Off., 1980. pp. 120-127. 

Kandel, D.B. Epidemiological and psychosocial perspectives on adolescent drug 
use. Journal ofAmerican Academic Clinical Psychiatry 21{4y.328'Sil '982. 

Kandel, D.B. ; Kessler, R; and Marguliee, R. Antecedents of adolescents' initia- 
tion into stages of drug use: A developmental analysis. In: Kandel, D.B., ed. 
Longitudinal Research in Drug Use: Empirical Findings and Methodological 
Issues. Washington, D.C.: Hemisphere-Wiley, 1978. 

Kandel, D.B. ; Simcha-Fagan, 0.; and Davis, M. Risk factore for delinquency 
and illicit drug u>fte from adolescence to young adulthood. Journal of Drue Issues 
60(l):67-90, 1986. 

Kandel, D.B.; Single, E.; and Kessler, R. The epidemiology of drug use among 
New York State high school students: Distribution, trends and change in rates 
of use. American Journal of Public Health 66:43-53, 1976a. 

Kandel, D.B.; Treiman, D.; Faust, R; and Single, E. Adolescent involvement in 
ilUcit drug use: A multiple classification analysis. Social Forces 55;438.458 
19766. ' 

Kandel, D.B., and Yamaguchi, K Developmental patterns of the use oflegal, 
illegal, and medically prescribed psychotropic drugs from adolescence to young 
adulthood. In: Jones, C.L., and Battjee, R J , eds. Etiology of Drug Abuse: 
Implications for Prevention. NIDA Research Monograph 56, DHHS Pub. No 
(ADM)85-1335. Washington, D.C.: U.S. Govt. Print. Off., 1985. pp. 198-235. 

Kaplan, H.; Martin, S.; and Robbins, C Pathways to adolescent drug use: 
Self-derogation, peer influence, weako ing of uocial controls, and early sub- 
stance use. Journal of Health and Sojial Behavior 25:270-289, 1984. 

Kaufman, E., and Kaufman, P.N. Family Therapy of Drug and Alcohol Abuse. 
New York: Gardner Press, 1979. 

Kaufman. M. Myth and reality in the family patterns and treatment of sub- 
stance abusers. American Journal of Drug and Alcohol Abuse 7(3&4):257-279, 
1980. 

Kellam, S.G., and Brown, H. Social Adaptational and Psychological Antece- 
dents of Adolescent Psychopathology Ten Years Later. Baltimore: Johns Hop- 
kins University, 1982. 

Kent, T.A; Campbell, J.R; and Goodwin, D.W. Blood platelet uptake of 
serotonin in chronic alcoholics. Lancet, in press. 



ERIC 



ALCOHOL AND DRUG ABUSE 



361 



Kim, S. An Evaluation of Ombudsman Primary Prevention Program on Student 
DrugAbuae. Charlotte, N.C.: Charlotte Drug Education Center, Inc., 1981. 

Kim,S. Feeder area approach: An impact evaluation ofa prevention project on 
student drug abuse. IntemationalJoumal of Addictions 17(2):305-313, 1982. 

Kissen, B.; Schenker, V.; and Schenker, A. The acute efifecta of ethyl alcohol 
and chlorpromazine on certain physiological functions in alcoholics. Quarterly 
Journal of Studies on Alcohol 20^0-492, 1959. 

Klein, N.C.; Alexander, J.F.; and Parsons, B.V. Impact of family systems 
intervention on recidivism and sibling delinquency: A model of primary preven- 
tion and program evaluation. Journal of Consulting and Clinical Psychology 
46:469-474, 1977. 

Klitzner,M. "Descriptive Study ofNational Parent Groups." A grant submitted 
to the NIDA by the Pacific Institute for Research and Evaluation, 1984. 

Klitzner, M., and Schonberg, S.K. Concerns regarding the indirect assessment 
for drug abuse among adolescents. Developmental and Behavioral Pediatrics. 
Vol. 9, No. 1. Baltimore: Williamsand Wilkins, 1988. 

Kumpfer, KL Prevention Approaches to Adolescent Substance Use/Abuse. 
Paper presented at the American Academy of Child Psychiatry Institute on 
Substance Abuse and Adolescence, San Antonio, Taxas, October 1986. 

Kumpfer, K.L. 'Trevention Services for Children of Substance-Abusing 
Parents." NIDA final technical report, R18 DA 02758-101/02 and DA 03888-01, 
1987o. 

Kumpfer, KL. Special populations: Etiologyandpreventionof vulnerability to 
chemical dependency in children of substance abusers. In: Brown, B.S., and 
Mills, AR, eds. Youth at High Risk for Substance Abuse. NIDA Monograph, 
DHHS Pub. No. (ADM)87-1637, 19876. pp. 1-72. 

Kumpfer, KL. TBO: Therapy by objectives. Anew clinical program for promot- 
ing changes. Symposium on new psychotherapy techniques for women. Rocky 
Mountain Psychological Association, Salt Lake City, Utah, May 1976. 

Kumpfer, KL., and DeMarsh, J. "Prevention Services to Children of Substance- 
abusing parents: Project Rationale, DePwiiption and Research Plan. Technical 
report submitted to National Institute on Drug Abuse, Rockville, Md., 1984. 

Kumpfer, K.L., and DeMareh, J. Family environmental and genetic influences 
on children's future chemical dependency. Journal of Children in Contemporary 
Society 18(1&2):49-91, Fall-Winter 1985. 



ERIC 



PREVENTION OF MENTAL DISORDERS 



Kumpfer, KL., and DeMatsh, J. Family environmental and genetic influences 

S?.^^!^^™w^ !5'*'ATJ?^^^P®;^°'y' Ezekoye,S.; Kumpfer. KL; and 
Buk(»ki,W. J, ed8. Childhood and Chemical Abuse: Prevention and Interven- 
tton. New York; Haworth Prees, 1986. pp. 49-91. 

Kumjfer, KL.; Moekowitz, J.; and Klitzner, M. Fufure issues and promising 
directions m the prevention of chemical dependency. Journal of Children in 
Contemporary Society mi&2):249-218,im. 

V Abate, L. Enrichment: Structured InUtrventions with Couples, Families, and 
uroups. Washmgton, D.C.: University Press of America, 1977. 

Labouvie, E.W., and McGee, C.R. Relation of personality to alcohol and dnic 
use in adolescence. Journal of Consulting and Clinical Psychology 54:289-293 
1986. ' 

Lee-Feldstein, A., and Harburg, E. Alcohol use among right- and left-b ^ 
persons ma small community. Journal o f Studies on Alcohol A6'.82i-82? 

Lemer^ J.W and Vicary, J.R. Difficult temperament and drug use: Analyses 
from the New York longitudinal study. Journal of Drug Education 14(l):l-8, 

Leupker, R.N^; Blackburn, H; Mittelmark, M.; Jacobs, D.R.; andCline, RG. A 
Community Research and Demonstration Project on the Prevention of Car- 

-i'ZSi The MinnesotaHeart Health Program." Paper presented 

at the Ninth World Congress of Cardiology, Moscow, 1982. 

fS^^' ^ '^^ ^^5^?"* ^^"^ prevention program. In: Newman, 

Ol.ed Consumer Behavior in the Marketplace. Symposium proceedirm 
Nebraska: Nebraska Center for Health Education, 1976. pp. 81-44. 

J5iPuXh;re;\9S"^ ^^'"^^^^ YearBookMedi- 

MacDonald, S., and Whitehead, P Availability of outlets and consumption of 
alcoholic beverages. Journal of Drug Issues (Fall):477-486, 1983. 

Maloff, p.; Becker, H ; FonarofT, A; and Rodin, J. Informal social controls and 
tneir influenca on substance use. Journal of Drug Issues 9: 16M84, 1979. 

McAlister, AL.; Petiy, C; and Maccoby, N Adolescent smoking: Onset and 
prevention. Pediatrics 63:650-668, 1979. 

McAlister, AL; Puska, P.; Koskela, K; Pallonen, V.; and Maccoby, N Mass 
communication and community organization for public health education 
Amencan P^c/w/oiy35(4):376-379, 1980. eaucauon. 



ERIC 



ALLGHOL AND JRUG ABUSE 



363 



M^AUaf^r AL- Puska. p.; Salonen, J.T.; Tuomilehot, J.; and Koskelia, A. 
^^':;.,^^ol'i^^i^ Vror^otionriUu^^^^^ North Karel« 
project Amencan Journal of Public Healthl2m9'50, 1982. 

Mever A.J.; Nash, J.D.; McAlister, AL.; Maccoby, N.; and Farquahar J.W. 

S tnanhigrcatdio;aflcular health education campaign. Journal of Con- 

BuUingand Clinical Psychology 48(2): 129-142, 1980. 

MiUer, J.D. Epidemiology of drug use among adoleecents. ^**^f 

Mid LudfonJ, J.P., eds Drug Abuse and the Amencan ^^'^•^f^ 

Sseaixrh Monograph, DHHS Pub. No. (ADM)83.1277. Washington, D.C.: U.S. 

Govt. Print. Off., 1981. pp. 25-38. 

Miller J D.; Cixin, I.H.; Gardner-Koaton, H.; Harrell, AV.; Wirtz, P.W.; Abel- 
sofH.! andFi8hburn;,P.M. National Survey on Drug Abf^: McunFtndmgs 
1982. Bockville, Md.: National Institute on Drug Abuse, 1983. 
Miller, W. SysterrMtic Parent Training: Procedures, Cases and Issues. Cham- 
paign,*Ill.: Research Press, 1975. 

Mosher, J.F. Federal tax law and public health policy: The ^ of alcohol- 
related tax expenditures. Journal of Public: Health Policy 3(3):260.283, 1982. 

Mosher, J.F. Servw intervention: A new approach for preventing drinking 
driving. Accident Analysis and PrevenHon 5:4^3-491, 1983. 

Mosher. J.F., and Wallack, L.M. Gcrvernment ^t^of 
Protecting iidustry profits versus promoting the public health. Journal of 
Public Health Polf^ 2{A).BBS-963, 1981. 

Moskowitz J M.'f Preventing adolescent substance abuse through drug educa- 
«on l7 Gi^^^^^ Leukefeld, C.G.; and Ludford JJ>., eds^ Fi^vent^ng 
MoUs^nt Drug Abuse: IntervenHon Strategies. NIDA Research Monograph 
47. (ADM)83-1280. Rockville, Md., 1983. pp. 233-249. 
Moskowitz. J.M. The primary prevention of alcohol Pfo^lems. Acriti^review 
of the rese^itjh literatu re. Monograph of Prevention Research Center, Berkeley, 
Calif., 1986. pp. 1-63. 

Moskowitz, J.; Malvin, J.; and Schaeffer G. The ^^^^^ ^nig f ucation at 
follow-up. Journal ofAkohol and Drug Education 30:45-49, 19846. 

Moskowitz, J.; Malvin. J.; Schaeffer, G; and Schaps, E- An exi^nme^tal 
evaluation ofdrug education course. Journal of Drug Education 14:9-22, 1984a. 

Moskowitz, J.; Malvin, J.; Schaeffer, G.; and Schaps, f Evaluat^n of an 
effective development teacher training program. Journal of Prevention, 1986. 



364 PREVENTION OF MENTAL DISORDERS 

Muiphy, J.M.; Waller, M.Bj Gatto, G.J.; McBride, W.J.; Lumeng, L.; and U 

r®^'; '^^ prevention of adolescent drug abuse- 
mnSr r'^T^^'nt'^'^i'^^^^^ behavioral, ..nd envin,n,^nS 

modeto. In: Jones, C.L.andBattMRJ.,eds. Etiology of Drug Abuse: ImpU^ 

Monograph 56, DIfflS Ah. 
1336. Washington, D.C.; U.S. Govt. Print. Off, 1985. pp. 236-256 

fctf'w p""!^^*? *^«>hol and alcoholism: Role of serotonin. In: 

S^m^m ''''' 2- New Yorfc 

a^ko^^if ""r* f^' Woodley, D.V.; Sanchez-Craig, M.; 

3«n«Sij^' A ?»?«»»dine.mduced varirtions in alcohol intake by non^ 
depressed heavy dnnkers. Clinical Pharmacology Therapy 35:374-381, 1984. 

NMdi,PM. Children of alcoholics: A role-theor^tical perspective. The Journal 
of Social Psychology 1 15:237-245, 1981. pw-wve. i ne journal 

Nasrallah, H.; Keelor, K; and McCaUey-Whittiere, M. Laterality shift in 
alcoholic males. Biological Psychiatry 18:1065-1067, 1983. 

NaUian,P. Failures in prevention: Why we can't prevent the devastating effect 
of alcoholism and drug abuse. American Psychologist 38:459.^^1983 

National Institute on Drug Abuse. A chronology of growth: Howtheoai^nt 
movement evolved. Prevention Resources m.n-\2, 19^. "ow the parent 

^^'ZfV't;*"^^^;"^^"^' Networking: Allies in prevention/parents 
and youth. Prevention Resources 6(2):4.6, 19826. "/»«i^uia 

«''\x:.*o°/*f "^'SS'*' ^' "Developmental Findings From an Alcoholic Vul- 
^nK""^'^ The Preschool Years." Paper pre^nted at the^ Me^t- 
ingoftheAmericanPsychologicalA&.ociation, Anaheim, Calif., 1983. 

B^hTr" Gm' ^^ Determinants of early marijuana use. In: 

If*""?,"'^ l-ou^AZJru^ Abuse.- h-oblemsjssues 

and Treatment Lexington, Mass.: Lexington Books, 1979. 

ODonnell, JA; Voes, H.L; Clayton, R.R.; and Room, R. YoungMen and Druas- 

Im^w"' ^^"".^ °° ^"''^"K *°^a*»°°« of alcohol impaired drivere- 
Imphcations for prevention policies. Journal ofPubUc Health Zi^M^u, 



o 370 

ERIC 



ALCOHOL AND DRUG ABUSE 



OTarrell, T.J., and Bireher, G.R. "Marital Relationsb'ps of Alcoholic, Con- 
flicted, and Nonconflicted Couples." Paper presented at the American 
Psychological Association, Los Angeles, 1985. 

Olson, D. '^lethodological Concerns with Family Life Skills Research." Paper 
presented at the National Institute on Drug Abuse Technical Review: Family 
Life Skills Training and its Research, Rockville, Md., 1983. 

Olweus, D. Stability of aggressive reaction patterns in males: A review. 
Psychological Bulletin 86:852-875, 1979. 

Olweus, D. The consistency issue in personality psychology revisited— With 
special reference to aggression. Britiah Joxrnal of Social and Clinical Psychol- 
ogy 19:377-390, 1980. 

Ostram, T.M. The relationship between the affective, attitudinal, and social 
correlates of drug use. International Journal of Addictions 15:869-881, 1969. 

Paton, S., and Kandel, D.B. Psychological factoi-s and adolescent illicit drug 
use: Ethnicity and sex differences. Adolescence 13:187-200, 1978. 

Patterson, G.E.; Reed, J.B.; Jones, R.R.; and Conger, R.E. A Social Uarning 
Approachto Family Intervention. Eugene, Ore.: Castalia Publishing Co., 1975. 

PatteiBon, G.R. The management and disruption of families. A Social Learn- 
ing Approach: Coercive Family Process. Vol. 3. Eugene, Ore.: Castalia 
PubliPuingCo., 1982. 

Patterson, G.R. Performance mvdels for antisocial boys. American Psychologist 
41:432-444, 1986. 

Patterson, G.R., and Stouthamer-Loeber, M. The correlation of family manage- 
ment practices and delinquency. Child Development, 1966. 

Pentz,M.A "Social Skills Training: Al iventive Intervention for Drug Use in 
Adolescents." Paper presented at Meeting of the American Psychological As- 
sociate -n, Washington, D.C., 1982. 

Pentz, M.A Prevention of adolescent substance abuse through social skill 
development. In: Glynn, T.J.;Leukefeld,C.G.; and Ludford,J.P.,eds. Prevent- 
ing Adolescent Drug Abuse: Intervention Strategies. NIDA Research 
Monograph 47, DHHS Pub. No. (ADM)83-1280. Washington, D.C.: U.S. Govt. 
Print. Off., 1983. 

Perry, C; Killen, T ; Slinkard, L.A.; and McAlister, AL. Peer teaching and 
smok'ng prevention among ju^iio " '-♦h students. Adolescence 9(58):277-281, 
1980a. 



ERIC 



371 



368 PREVENTION OF MENTAL DISORDERS 



Perry, C; Killen, J.; Telch, M.; Slinkard, LA; and Danaher, B.G. Modifying 
smoking behavior of teenagers: A school-based intervention. American Journal 
of A 'ic Heclth 70(7): 722.726, 19806. 

Perry, C.L.; Murray, D.M.; Pechacek, T.F.; and Pine, P.L. Community^wsed 
smoking prevention: The Minnesota Heart Health Program. Unpublished 
manuscript. University of Minnesota. 198da. 

Pony, C.L.; Telch, M.J.; Killen, J.; Dass, R; and Maccoby, N. ffigh school 
smoking prevention: The relative efficacy of varied treatments and instruc 
tioos. Adolescence 18(71), 19836. 

Petchers, M.K; Singer, M.I.; Angelotta, J.W.; and Chow, J. Pevalidation and 
expansion of an adolescent substance abuse screening measure. Developmental 
and Behavioral Pediatrics. Vol.9. Baltimore: Williams and Wilkins, 1988. 

Pickens, R, and Svikis, D. Use of the twin method in the study of vulnerability 
to drug abuse. In: Genetic and Biological Markers in Drug Abuse and Al- 
coholism. NIDA Research Monograph 66, Pub. No. (SN)017-024-01291-2 
Washington, D.C.: U.S. Govt. Print. Off., 1986. 

Polich, J., end Bloom, F. 'TSOO Reflects the Degree of Cognitive Decline from 
theResid* I Effects of Alcohol Consumption in Normals and ludividuals at Risk 
for Alcoholism." Abstracts, IVth World Congress of Biological Psychiatry. 
Philadelphia, 1985. p. 436. s yvn ly, 

PoUch, J.M.; EUickson, P.L.; Reut^.,P.; and Kahan, J.P. Strategies for Control- 
ling Adolescent Drug Use. Santa Monica, Calif.: Rand, 1984. 

PoUock, V.E.; Volavka, J.; Goodwin, D.W.; Medrick, S.A.; Gabrielli, W.F.; Knop, 
J.;andSchul8inger, J.F 'The EEG After Alcohol Administration inMenatRisk 
for Alcoholism." Abetmcts, IVth World Congress of Biological Psychiatry. 
Philadelphia, 1983. p. 436. 

Poijesz, B.,and Begleiter, H. Human brain electrophysiology and alcoholism. 
In: Tarter, R.E., and Van Thiel, D.H., eds. Alcohol and the Brain: Chronic 
Effects. New York: Plenum Pub., 1985. 

Propping, P.; Kruger, J.; and Mark, W. Genetic disposition to alcoholism: An 
EEG study in aiccL lici and their relatives. Human Genetics 69:51-59, 1981. 

^^nh ^^^^ "^P'® • Prevention Programs for 

the 1980s. Unpublished paper. Lafayette, Calif.: Pyramid, 1982. 

Rimmer,J. The children of alcoholics: An explrratoiy study. Children and 
Youth Seruices Rcoiew 4:366-873, 1982, 

Robins, LN. Demant Children Grown Up. Baltimore: Williams ena Wilkiss, 

ERIC 372 



ALCOHOL AND DRUG ABUSE 



367 



Robins, L.N.; Helzer, J.E.; and Piyzbeck, T.R, "Epidemiological Perspective on 
Alcoholism: EGA data." Presentation at the American Psychopathological 
Association Annual Meeting, 1986. 

Robins, L.N., and Piyzbeck, T.R Age of onset of ^mg uso as a factwin drug 
use and other disorders. NIDA Research Monograph No. 66, U.S. DHHS Pub. 
No. 1416. Washington, D.C.: U.S. Govt. Print. Off., 1985. pp. 178-193. 

Robins, L.N., and Ratcliffe, KS. Risk factors in the continuation of childhood 
antisocial behavior into adulthood. International Journal of Mental Health 
7:76-116, 1979. 

Rockeach, M., and Kliejunas, P. Behavior as a function of attitude-toward- 
object and attitude-toward-situation. Journal of Personality and Social 
Psychology 22:194-201, 1972. 

Rodin, J. The application of social psychology. In: Lindzey, G., and Aronson, 
E.,eds. The Handbook of Social Psychology. Vol. 2. New York: Random House, 
1986. 

Rof&nan, R.A. Marijuana as Medicine. Seattle: Madrona, 1982. 

Roush, G.C. ; Thompson, B. A ; and Berberian, R.M. Psychoactive medicinal and 
non-medicinal drug use among high school students. Pediatrics 66:709-715, 
1980. 

Rutter,M.,andGiller,H. Juvenile DeUnquency: Trends and Perspectives. New 
York Penguin Books, 1983. 

Saltz, R. Server intervention: Conceptual overview and current developments. 
Alcohol, Drugs, and Driving: Abstracts and Reviews 1(4):1-14, 1985. Preven- 
tion Research Center, Server Intervention Project, 2532 Durant Avenue, 
Berkeley, California 94704. 

Sampson, R.J., Castellano, T.C.; and Laub, J.H. Juvenile Criminal Behavior 
and Its Relation to Neighborhood Characteristics. Washington, D.C.: Office of 
Juvenile Justice and Delinquency Prevention, 1981. 

Schape, E.; DiBartolo, R.; Moekowitz, J.; Palley, C; and Churgin, S. Primary 
prevention evaluation research: A review of 127 impact studies. Journal of 
Drug Issues n.n-iS, 1981. 

Schaps, E.; Moskowitz, J.; Concon, J.; and Malvin, J. Process and outcome 
evaluation of a drug education course. Journal of Drug Education 12:353-864, 
1982. 

Schinke, S.P., and Gilchrist, L.D, Preventing cigarette smoking with youth. 
Joumalof Primary Prevention, 1983a. 



368 PREVENTION OF MENTAL DISORDERS 



Schinke, S.P., and Gilchrist, L.D. Primary prevention of tobacco smoking. 
Journal of School Health 53(7):416-419, 19836. 

Schinke, S.P., and Gilchrist, L.D. Preventing cigarette smoking with youth. 
Journal of Primary Prevention, 1986. 

Schlegel, R.; Manske, S.; and Page, A. A guided decision making program for 
elementaiy school students: A field experiment in alcohol education. In: 
Miller, P., and Nirenberg, T., eds. Prevention of Alcohol Abuse. New York: 
Plenum Pub., 1984. 

Schlegel, R., and Norris. J. Effects of attitude change on behavior for highly 
involving issues: The case of maryuana smoking. Addictive Behavior 5:113- 
124, 1980. 

Schlegel, R., and Sandborn, M, Religious affiliation and adolescent drinking. 
Journal of Studies on Alcohol 40:693-703, 1979. 

Schuckit, M.A., and Bernstein, L,!. Sleep time and drinking history: A 
hypothesis. American Journal of Psychiatry 138:528-530, 1981. 

Schuckit, M.A.; Goodwin, D.W.; Winokur, G. A study of alcoholism in half 
siblings. American Journal of Psychiatry 128:1132-1136, 1972. 

Schuckit, M.A., and Rayses, V. Ethanol ingestion: Differences in blood acetal- 
dehyde concentrations in relatives of alcoholics and controls. Science 203:54-55. 
1979. ' 

Sheppard, M. ; Wright, D. ; and Goodstadt, M. Peer pressure and drug use— Ex- 
ploding the myth. Adolescence 20:949-958, 1985. 

Shope, J., and Dielman, T. "An Elementary School-based Peer Resistance 
Program of Preventing Adolescent Alcohol Misuse." Paper presented at lUinow 
Alcoholism and Drug Dependence Association Annual Cc ference Workshop 
Ann Arbor, Mich.: University of Michigan, 1985. 

Simcha-Fagan, 0., and Gersten, J.C. Early precursors and concurrent corre- 
lates of it^ms of illicit drug use in adolescence. Journal of Drug Issues 60(1):7- 
28, 1986. 

Smart, R.G., and Fejer, D. Drug use among adolescents and their parents: 
Closing the generation gap in mood modification. Journal of Abnormal P^choU 
05^79:163-160,1972. 

Smith, G.M., and Fogg, CP. Puychological antecedents ofteenage drug use. In: 
Simmons, R.G.,ed. Research in Community and Mental Health. Vol. 1. Green- 
wich, Conn.: JAI Press, 1978. 



erJc 37'} 



ALCOHOL AND DRUG ABUSE 



369 



Solomon, D.S. Health campaigns on television. In: Pearl,D.;Bouthilet,I.;and 
Lazar,J.,ed8. Television and Behavior: Ten Years of Scientific Progress and 
JmpUoationa for the Eighties. Vol.2: Technical Reviews. Washington, D.C.: 
National Institute of Mental Health, 1982. 

Sowder.B., and Burt, M. Children of Addicts and Non-addicts: ACompar^ve 
Investigation in Five Urban Sites. Report to NIDA. Bethesda, Md.: Burt 
Associates, Inc., 1978a. 

Sowder, B., and Burt, M. "Children of Addicts: A Population in Need of 
Cooidinated Comprehensive Mental Health Services." Paper presented at the 
American Association of Psychiatric Services for Children, Atlanta, 1978ft. 

Spivak, G High Risk Early Behaviors Indicating Vulnerability to Delinquency 
in the Community and School. National Institute of Juvenile Justice and 
DeUnquency Prevention, Office of JuvenileJusticeandDelinquency Prevention, 

Law Enforcement Assistance Administration. Washington, D.C.: U.S. Govt. 

Print. Off., 1983. 

Stanton, M.D. The client as family member: Aspects of continuing treatment. 
In: Brown, B.S., ed. Addicts and Aftercare: Community Integration of the 
Former Drug Abuser. New York: Guilford Press, 1979. 

Stein, J. A; Swisher, J.D.; Hu, T.; and McDonnell, N. Cost-effectiven^ evalua- 
tion of a Channel One program. Journal of Drug Education 14:251-269, 1984. 

Steingla8S,P. Family therapy in alcoholism. In: Kissin, B., and Begleiter, H., 
eds. Biology ofAlcohoUsm, Vol. 5, Treatment and RehabiUtation of the Chronic 
Alcoholic. New York: Plenum Pub., 1975. 

Steinglass,P. The alcoholic family at home: Patternsof interaction in dry, wet 
and transitional stages of alcoholism. Archives of General Psychiatry 24:401- 
408, 1980. 

Stiuime!, B.; Goldberg, J.; Reisman, A; Murphy R.J.; and Teets, K. Fetal 
outeome in narcotic-dependent women: The importance of the type of maternal 
narcotic used. American Journal of Drug and Alcohol Abuse 9(4):383-395, 
1982-1983. 

Swisher, J.D., and Hu, T.W. Alternatives to drug abuse: Some are and some 
are not. In: Glynn, T.J.; Leukefeld, C.G.; and Ludford, J.P., eds. Preventing 
AdoUacent Drug Abuse: Intervention Strategies. NIDA Research Monograph 
47, DHHS Pub. No. (ADM)83-1280. Washington, D.C.: U.S. Govt. Print. Ofif.» 
1983. pp. 141-153. 

Szapocznik, J. 'Tamily Effectiveness Training." Unpublished final report. 
University of Miami Family Guidance Center, 1983. 



ERIC 375 



370 PREVENTION OF MENTAL DISORDERS 

Szapocznik, J.; Kurtinee, W.M.; Foote, F.H.; and Perez-Vidal, A. Conjoint 
^!^a^ Fomify r/iem/V.. Some Evidence for Effectiveness of Con- 

du^ng Family Therapy Through One Person. Coral Gables, Fla.: University 
ofMiami Spanish Family Guidance Center, 1986. 

S!!!^^^^'? ' RiO' A.; Perez-Vidal, A.; and Kurtines, W.M. 

FMUlyeffoctivene8straining(FET)forHi8panicfamilie8. In: Lefley,HP.and 

S^^^l T?i' ?T 'draining for Mental Health Professionals. 

Springfield, 111.: Charles C. Thomas, 1985. 

nSL'Si 'A^*"t^*^*^? ^' Santisteban, D. FamUy effective- 

ness training: An intervention to prevent problem behaviors in Hispanic adoles- 
^.^l!'P^!l'''/<!r'^ of Behavioral Sciences, Aug. 1987. Miami, Fla.: 
Spanish Family Guidance Center. 

^IL^f ' ^f^' ^ xi McAlister, A. Preventing the onset of 

cigswttesmolungin Norwegian The Oslo Youth Study. Preventive 

Medmne 13:256-275, 1984. ^^uujr. rmvennve 

Templer p.I.; Russ, C.F.; and Ayers, J. Essential alcoholism and family history 
of alcoholism. Quarterly Journal of Studies on Alcohol 35:655-657, 1974. 

W?)S3^6K8^^^^ Adolescent substance abuse. Adolescence 

^Sty^iL.'^m'"'^^ 

VaiUant, G.E., and Milofsky, E.S. The ethology of alcoholism: A prospective 
viewpoint. Amencan Psychologist 37:494-503. 198'^. pn^speciiv© 

Vartainen, K; Pallonen U.; McAlister, A; Koskela, K; and Puska, P. Effect of 
two years of educational intervention in adolescent smoking (The North Karelia 
Youth Project). BulUtin of the World Health Organimtionlmm^^^^ 

VingiliB, E.R., and DeGenova, K Youth and the forbidden fruit: Experiences 

y^titnTeiV^mT''^' ""'^^ ^"^^ ^^"-^^ 

A^gel, F.; Schalt E ; Kruger, J.; Propping, P.; and Lehnert, K.F. The electroen- 
cephalogram (EEG as a research tool in human behavior genetics: PsXTri- 
cal examinations in healthy males with various inherited EEG Sante 
Human Genetics 47:1-45, 1979. c^CiU variants. 

J^^^nf^nr nr"" "^•"i"^"^^ drinking age. 

Journal of Public HeaUh Policy, Inc. 2(3):206-223, 1981. 

Wagenaar, A.C. Aggregate beer and wine consumption: Effects of changos m 
the minimum legal drinking age and a mandatory beverage contiuneTdS 
law m Michigan. Journal of Studies on Alcohol 43:(5):469.487 1982 



ALCOHOL AND DRUG ABUSE 



371 



Wagenaar, A. Alcohol, Young Drivers and Traffic Accidents: Effects of Mini- 
mum A^e Laws. Lexington^ Mass.: Lexington Books^ 1983. 

Wallack|L.M. The prevention ot alcohol-related problems: Recommendationa 
for public policy initiatives. Berkeley: Prevention Research Cent^er^ 1984. 

Wallack, L.M. Mass media, youth i the prevention of substance abuse: 
Towards an integrated approach. JoUi ual of Children in Contemporary Society ^ 
in press. 

Wallack, L.M., and Barrows, D.C. Preventing Alcohol Problems in California: 
Evaluation of the Three Year ^'Winners Program'' California Department of 
Alcohol and Drug Programs. Contract A-0345-8. Berkeley, Calif.: Social Re- 
search Group, 1981. 

WegBcheider, S. Anotlier Chance: Hope and Help fi}r the Alcoholic Family. Palo 
Aito, Calif.: Science and Behavior Books, 1981. 

Wepner, S. Which way drug education? Journal of Drug Education 9:93-103, 
1979. 

Wicker, A. W. An examination of the "other variables'' explanation of attitude- 
behavior inco^ifitency. Journal of Personality and Social Psychology 19: 18-30, 
1971. 

Williams, R.; Ward, D.; and Gray, L. The persistence of experimentally induced 
cognitive change: A neglected dkmension in the assessment of drug prevention 
progE a^. Journal of Drug Education 15:33-42,1985. 

Williams, T.P., and Lillis, R.P. "Changes in Alcohol Consumption by Eighteen 
Year Olds Following an Increase in N^m York State's Purchase Age to 
Nineteen.'^ Paper presented at the National Council on Alcoholism, National 
Alcoholism Forum, Washington, D.C, 1985. 

Wittman^ F.D. Reducing Environmental Bisk of Alcohol Problems. Berkeley, 
Calif: Prevention Ree^rch Cenlerj 1985. 

Wurtman; R.J., and Wurtman, J.J. Carbohydrate cra^^ng, obesity and brain 
serotonin. Appetite 86(7)Sappl.:99403, 1986. 

Ziegler-Diiscoll G. Family reso^nrch 9tv<dy at Eagioville hospital rehabilitation 
center. Family Process 16:175-189, 1979. 



377 



CHAPTER 10 

Prevention Issues in Youth Suicide 



David Shaffer 
M.B., B.S,, F.R.C.P., F.R.C. Psych. 

Iwing Philipst, Professor of Child ?sy Hatry 
New York State Psychiatric Imtitnte 
College of Physicians and Surgeons of Columbia University 

Ann Garland, M.A. 
Research Associate 



Kathleen Bacon, Ph.D. 
Research Associate 



IntroductioKH 

A rational approach to preventing suicide is most likely if we can find out 
what ai^ the special, and |)cs8ibly unique, experiences or chD.;cal states that 
have affected individuals au. that together or in a combination made their 
suicides more likely. These can be regaided as risk factors. In general, the 
features of a risk factor that are moet relevant to preventive interventions are— 

h That they account for a high proportion of cases of the disorder; 

2. That f 'ley be modifiable at reasonable cost. 

By the usual convention, preventive interventions are classified follows: 

1 Primary, The intervention prevents the individual from developing the 
condition (i.e., being suicidal) either because it prevents the individual 
from being exposed to the risk factor or because the risk factor is eradi- 
cated. 

2 Secondary. The condition is present, the patient is suicidal, and the 
suicidal state can be identified by appropriate inquiry, but its effects are 
slight. The intervention will prevent the condition from developing to 
cause significant suffering or dysfunction. 



fhii p^'perVas pr^"paredlFor the Project Prev.-ution initiative of the American 
^Academy of Child and Adolescent Psychiatry. 

378 



874 



PREVENTION OF MENTAL DISORDERS 



3. Tertiary. The condition is established and the subject is clearly 
symptomatic; he or she may have made one or more suicide attempts. The 
intervention— for all intents and purposes, treatment-will shorten its 
course, reduce the likelihood of recurrence, or lessen its consequences or 
complications (i.e., death). 

Suicideisgivenasanexampleofaconditionthatcannotbepreventedbecause 
It IS 80 rare (Rosen 1954). If suicide is rare, youth suicide is even more so; even 
m late adolescence the death rate from suicide is only about two-thirds of the 
adult rate (Shaffer and Fisher 1981). 

Skepticwm about preventing youth suicide may be warranted, but not be- 
T^i^i* ni"l?^ ^ r Approximatr,iy 2,000 American youngstew ages 
10 to 19 killed themselves in 1982 (14 percent of all deaths in that age group), 
far more than were affected by the inherited metabolic condition 
Snl"^ which routine preventive screening is accepted without 

question. The difference is that the known risk factors or early signs of suicide 
are sensitive (that is, they could accurately define and identify most suicide 
victims before their death) but very nonspecific (that is, applying them to a 
screen would identify an overwhelming proportion of individuals who notice a 
signifi(»nt risk for suicide). The factors that are used to screen babies for 

filTi^ "I^'^^^ few children with 

if 8l>P through the net because of an apparently normal test. The M 

of specificity of the known risk factors for suicide means that preventive efforts 
vir.^ t'l"^^ individuals are likely to be wasteful because few of those 
Identified would have gone on to commit suicide with or without an intervention. 

Even with these caveats, however, it is time to consider preventing suicide 
in young people. Our knowledge about specific risk factors is limited, not 

^^fh^r^-'l^^n rr^'u^i^L^ ""'^ well-planned researoh with existing 

methods can tell us, but boceuse much possible researoh has yet to be carried 

»«1 J®"^ *^ ^^T^ "^^^ ^ ***** wi» won improve our 

a^.T.w"^"'? moj-e specific risk factors and, in turn, our ability to both 
anticipate truly suicidal individuals and protect them. 

This paper outlines what we know about the risk factore for youth suicide 
and examines the effectiveness of preventive strategies until now. Because the 
Iflw'^ ^ subject is limited, this paper also examines preventive 
strategies used among adults that might also be applied to young people. 

What Are We Trying to Prevent? 

All Self-Destructive Behaviors? 

An^nTZl^^^^^^"^^ fallacy is that intent can be inferred from outeome. 
An application of this principle is that all self-initiated. ultimately noxious 
S^n^H^i^ ' 8uch as drug use, gambling, and aggression, that invite retaliation 
should be viewed along with suicide as being on a continuum of self^iestructive 

JlT' r '^'^^ ^j^^ for a of 

reasons: (a) it has the potential for incorporating too many different behaviors 
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tte Z. 'Suicide- as used in this review cover. '"Jy ^""avior Uiat 
J^M oTa conscious or declared wish to bring about one's deaU,. 
AU Suicidal Behavior or Only Completed Suicide? 
Ithasbeen psychiatrists' P-««^,"rlM^'J:^5id^^^^^^ 

behavior). 

This ctessiflcation ha, important impUcations for o^^^'^^^^. 

:^r^ntWrSfeba^isofcur™ntsuicidebehaviorwiUbem»pIacrf^ 
will argue for this. 

aba ndant evidence that ideators, attempters, and completers snare ^^^.^'It 
^S?4Zdit is possible thatmethodchoiceUconfoundedbysexanduitent 

to die. 

Possible Confounding of Age, Sex, Method, and Outcome 
Sexand^Sethod 

Although most suicides in the United States are ""''"'J?!^ 
^ siiSe e^fdSerenoee can be found for any given method. Ingestion deaths are 

E± 3S() 
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who overdose have no ^^shTdir^^H ^ mtentionality. Females 

because^ramors^Llifi^^^^^^^ to want to die 

suicidal males a^d'fettXn^^^^^^^^^^^^ 

ways, which, at least in North Wica Ld Ct«rn^^^^^^^ so ,„ different 
to death in boys but are unlikelyTo do so in ^' ^'^^ *° ^"^^ 

Organization lOvt For LLpTTa "ntr?' 

India (Sathyavathi 1975) th?rrrr«nn«! X youth suicides in 

This could be CuL even T^^^^^^^^ 

methodsareTe^LTivefntl^L ilnf '"^^^^ "^""^ i^uscitation 
Pieferred metTod^^^^^^ 

counto^ whereThe bXf iS^ well uW T" T^"^ """"^^''^ *hat 
Pi^ferred ingestant is an inse^dde (oar^r w ^'^t'''^' ^^e 
available. insecticide (paraquat) for which no treatment is 

Sex variations in rate are unlikelv to bo « t.«..,if „r ^- . • . 
moreaggressiverase-findinamofhS i of reporting bias, because 

etal. I974r ^'"^'"^"^^*^'^^^°»°t "materially alter the ratio (Kennedy 

Age and Method 

o.&„xti?:rrarGo';s^^ -^.e count, „r 

what more common in th^^s^riythZZtll^T^T^ "'"T'' w»resome. 
about age 24 (Shaffer and Fisher 198 m fiS' f ""^ f™"^ 
l» interpreted carefully iMcaVs^ atLiint? ™ of reciprocal trends must 
Thisfmding,howZr is^rt to^Sit, 

mature they becormore a^ ur^nTidt^^^^^ '^""^^^ 
response to a problem, and that tftr^ J °5 °"'"^^.'"» WroP'^t^ 
methods is more approjjriate ^ ""^ ™ "h"*™ "f 

thelfi;tr„c:tfySt"x.ir^^^ -""-Bh 

suicide attempts with le^^ShfliT/T, t^""*''". '» -"ake 

geeics) than adult^ whTmot^tft™ usl ZrH^ over-the-counter anal- 
obtained by iegitin^te prZltn^rmT^^^&^L'T^T'i™ "l"*' 



Obtained by >^^*^-.^i;Z ^.T^^^ZT^Z^ 
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difference could be explained as well by greater ease of availability of prescribed 
drugs for older age groups as by differences in intentionality. 

If intent is the same in the two groups, then the use of more effective drugs 
by older patients and less effective drugs by younger ones would be expected to 
result in (a) more failed suicide initiatives and thus a smaller proportion of 
completed suicides attributable to overdose in the youngand (b) more successful 
overdose initiatives in older individuate. These results have been documented 
(Centers for Disease Control 1985). 

Sex Differences and Secular Trends 

Suicide completion rates have increased during the past three decades. If 
attempts and completions rettect the same underlying phenomena, one should 
expect to see somewhat different sex-related secular trends. Attempts, as the 
more direct index of suicidal behaviors, should show an increasmg trend in both 
sexee However, if completiou depends on the sex-linked selection of more lethal 
methods, increase should be confined to males. This seems to be what has 
happened; attempts have increased during the past three decades m both s«cee 
(Weissman 1974; O'Brien 1977) while deaths have increased only among males. 

CoTiclusion 

These findings do not rule out sex-related differences in psychopathology 
amongcompletere, because the relationship between sex, psychopathology, and 
intent may be quite complex. In our New York study of 175 consecutive teenage 
and child suicide completers, we have found trends for depression to be naore 
common in the small proportion of girls who have committed suicide and in older 
teens of both sexes. It appears that many of the dead boys were not depressed 
but suffered from poor impulse control. They committed suicide soon aft«r an 
acute precipitation, at a time when their intentionality was certainly high but 
could have been predicted to diminish had they survived. At these times they 
acted in a highly effective fashion (usually by hanging or shooting themselves), 
whereas we guess that many girls who felt similarly would have acted on their 
suicidal impulses by taking what would turn out to be an ineffective overdose 

Similarities Between Suicidal Ideation and Behavior 

Paykel et al. (19746), i n a study of a household probability sample of adults, 
found that responses to a range of questions about suicidal ideation and behavior 
were strongly interrelati>d in a hierarchical fashion. Not surprisingly, almost 
all subjects who respond* jd positively to more serious questions (about attempts) 
also replied positively t ) questions about less severe thoughts (whether they 
ever wanted to be dea J or ever thought about committing suicide). More 
interesting, the age and symptom of profiles of individuals who responded 
positively to the items on ideation, but who had not made a prior attempt, 
resembled those of the atterapters and differed from those of the population who 
had neither suicidal ideation nor behavior. Pfeffer et al. (1984) reported similar 
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findings in school children: Those who had thoughts of suicide and those who 
had made a suicide attempt showed similar profiles of associated symptoms. 

However, this evidence for overlap (which supports the idea of suicide as a 
unitary phenomenon) needs to be tempered, for ideation is much more common 
than suicidal behavior among teenagers. Indeed, ideation may be so common 
that one needs to question whether it is at all abnormal. Shaffer et al. (1987) 
found that 40 percent of a population of about 5,000 teenagers in a semirural 
New Jersey county had entertained suicidal ideas, but only 5 percent reported 
having made a suicide attempt. On the basis of this epidemiological evidence, 
the relationship between suicidal ideation and behavior is at best nonspecific 
because clearly all suicide attempters and completere must firet have been 
ideators. 

Similarities Between Attempts and Deaths 

The close link between suicide attempts and completions has been estab- 
lished m a number of different ways. 

Similar Diagnostic Profiles and CorreUUee 

Preliminary examination of an ongoing study of 175 consecutive teenage 
suicide completers and age-, race-, and sex-matched attempteis (who needed 
TmSI admission) in the greater New York metropolitan area (Shaffer et al 
1987) reveals no differences in diagnostic profile, previous attempt history, and! 
most significantly, familial incidence of suicide and suicide attempts between 
attempters and completers. Similarly, in a far smaller study (Brent 1987) there 
were no sigiificant differences in diagnosis and prior attempt history afi!^r aize 
and sex differences were taken into account. 

History of Attempts Among Completers 

Evidence from retrospective psychological autopsy studies (ShaxTer 1974: 

^rrf«70 ^^.f ^^^y I960; Barraclough 

et al. 1970) indicate prior attempt rates of between 30 and 50 percent. Con- 
vereely, followup studies of teenage attempters (Otto 1972; Motto 198^; Hawton 
and Goldacre 1982) show suicide rates 50 to 60 percent higher tht , those found 
'.n the general population. 

However theee data must be taken in perspective because although overlap 
IS present, it is clear that a relatively small proportion of suicide attemptere will 
go on to commit suicide. Estimates in the followup studies range from 9 to 
10 percent of boys who aire admitted to a psychiatric inpatient unit following a 
severe attempt (Otto 1{>72; Motto 1984) to less than 1 percent of boTwho 
presented at an emergeiicj room after an overdose and who were not admitted 
to a psychiatric hospital (Hawton and Goldacre 1982). Similar proportions for 
girls range from 1 percent for former inpatients to about 0.1 percent for those 
wh received only medical outpatient care. 
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Predicting Death Among Attempters 

If attempters and completers are drawn from the same population, we should 
expect it to be difficult to pick out future completers from among tho attempters. 
Very few followup studies of young suicide attempters have had access co good 
baseline data. However, the findings from one of these studies (Motto 1984) are 
in line with this prediction. In a 6- to 16-year followup of teenagers admitted to 
a hospital after an attempt or with serious depression, althou^ certain factors 
were proportionately more common in those who went on to commit suicide, the 
same factors were numerically many times more common in attempters who did 
not; that is, the base rate in noncompleters was hi^, and there were no 
pathognomonic predictors of later completion. 

Similarly, in a followup study of adult attempters' demographic charac- 
teristics, the extent to which the suicide attempt was judged to be serious (that 
16, precautions taken to avoid discovery and medical seriousness) were not 
predictive of later suicide (Greer and Lee 1967). 

Suicide Potentiators Affect Deaths and Attempts 

If completed ?ind attempted suicide are closely related, one should expect that 
factors that potentiate or inhibit suicide have a similar effect on both 
phenomena. Regrettably, there are no readily available techniques for inhibit- 
ing suicide, but there is extensive evidence that attention and publicity given to 
a suicidal death will lead to an increase in suicides. In the only study examining 
the effect of media on both deaths and attempts, (jrould and Shaffer (1986), 
studying the impact of television programs that dramatized the pli^t of suicidal 
teenagers, found that a majority of the programs were followed by an increase 
in suicide attempts. 

Conclusions and Implications for Suicide Prevention 

Given that there is no clearly effective way to differentiate the proportion of 
suicide attempters who will go on to complete from those who will never make 
another suicide attempt, and given that there is no robust evidence that one can 
differentiate between attempters and completers except after the event, a 
conservative approach seems justified. Therefore, any suicidal behavior should 
be seen as presaging completion. Primary prevention could prevent the initial 
occurrence of suicidal ideation or behavior; secondary prevention could prevent 
nonlethal suicidal behavior from progressing to death. 

We have adopted this approach in organizing this paper and have grouped 
as ''primary preventive measures^' interventions that 

1. Alter the set toward suicide in unaffected individuab by direct interven- 
tions with normal, nondisturbed schoolchildren or in special services for 
survivors. 
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2. Facilitate early identification and treatment of conditions known to 
predispose children and teenagers toward suicidal behavior before suicide 
is contemplated. 

Secondaiy preventive measures are those designed to reduce the potential for 
completion among those who have already threatened or attempted suicide, by 

1. RemoN-ing the means for committing suicide; 

2. Providing emergency crisis interventions at times of distress; and 

3. Providing treatment after the crisis has passed. 

Who Is at Risk? 

Strategfies for Determining Risk 

Three possible strategies, two of which are practicable, can be used to 
determine suicide risk factors in children and teenagers. The first possible, but 
impractical, strategy is to undertake a prospective longitudinal study of an 
unselected group of young people who are about to enter the period of enhanced 
morbidity (e.g., 15-year^lds) and obtain baseline information that can be 
referenced during the period of prospective surveillance. 

The second strategy is to undertake a control study comparing, retrospec- 
tively, the characteristics of a representative group of subjec'a who have com- 
pleted or attempted suicide to those of a control group of other nonsuicidal 
disturbed children (if the assumption is that mental disturbance is a p. jreq- 
UK'te for suicide) or normals or both, and to identify the characteristics that 
dwTerentiate the suicidal from the nonsuicidal group. It is probably easier to 
identify a representative sample of completed suicides, which are subject to 
reporting requirements, than of attempters. Not all suicides may be officially 
reported, but there is no clear evidence that underreported or misreported cases 
are unrepresentative of reported suicides (Shaffer and Fisher 1981). Informa- 
tion must be obtained through "psychological autopsy," that is, retrospective 
histoiy-taking from surviving informants who knew the proband during life; 
however, this is an inherently incomplete process and the limits of its reliability 
are not known. Several uncontrolled psychological autopsy studies of child or 
adolescent suicide have been carried out (Shaffer 1974; Sanborn et al. 1974- 
^qSkT""^^ only controlled study reported so far (Shafii 

1985) consists of a small sample and used acquaintance controls, practices 
that can be criticized as being open to bias. We are currently undertaking a 
large population-based psychological autopsy study of completed suicides with 
a randomly selected normal control group and a matched comparison group of 
suicide attempters. Partial data from this study are presented below. 

Obtaining a ropresentative sample of attempted suicides is a considerably 
more challenging task. Most descriptions of attempted suicides are drawn from 
O O 
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consecutive cases that have been seen and treated at a particular clinic. 
However^ clinics vary in the type of cases they attract, and by no means all 
children or teenagers who self-report a suicide attempt will receive treatment 
for it (Shaffer and Caton 1984; Garfmkel et al. 1982). Little is known about the 
characteristics of attempters whose attempt is not brou^^t to clinical attention, 
and the need for population-based research in this area is considerable. 

The third strategy involves a hi|^-risk, prospective longitudinal study to 
determine the characteristics that distinguish those who will die from those who 
will not. Because the incidence of suicide is low (see below), a large sample is 
required even for high-risk individuals. Clearly, the longer the followup, the 
more complete the information, because the period of risk for subsequent death 
is not flnite. The high-risk sample should be representative; thus in a followup 
of teenage attempters it would be desirable to follow up all suicide attempters 
within a given, defmed geographical area. 

There have been at least three followup studies of adolescents who were 
initially hospitalized because of severe depression or a serious suicide attempt 
and on whom baseline information was obtained at the time of their original 
presentation (Motto 1984; Otto 1972; Garfmkel 1982). All of these studies report 
relatively high subsequent death rates (about 10 percent for boys and 1 to 2 
percent for girls). There has been one followup study of attempters (Goldacre 
and Hawton 1985) who took an overdose and who were not subsequently 
hospitalized but treated as outpatients. This study reports a subsequent suicide 
rateappro/iimately one-tenth as high as suggested by the inpatient followups. 

Descriptive Characteristics of Young Suicides 

Much of the family and diagnostic information in this section is drawn from 
the New York State/Columbia University Study^ which^ although still incom- 
plete with findings subject to revision, is being quoted because it is by far the 
largest of the range of studies reported above. 

Demographic Characteristics 

Age 

Veiy few children younger than 12 commit suicide, although nnany will 
threaten and some vill make suicide attempts. Suicide becomes increasingly 
common after puberty, and its incidence increases in each of (.he teenage years, 
to reach a peak (National Center for Health Statistics 1983) at age 23. Shaffer 
and Fisher (1981) review the demographics of suicide. 

Sex 

In the United States, teenago boys commit suicide nearly five times more 
often than girls, although ethnic data in the New York study suggest that the 
ratio is considerably less in Hispanics and somewhat less for blacks. 

3^8 
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Ethnicity 

In general, suicide rates in whites are hi^er than in blacks. The difiterence 
varies in different parts of the United States, black suicides being under- 
represented most in the South and least in the North Central States. The 
incidence of suicide varies a good deal in different American Indian groups 
(Shore 1976). Some have rates more than 20 times higher than the national 
Ci /erage; others approximate the Nation's rate as a whole. 

Geography 

The youth suicide rate in the United States is by no means uniform. Rates 
are highest in the western States and Alaska and lowest in the South and North 
Central and North Eastern States. The reason for these differences is not clear. 
It may reflect the demographic structure of a region, the ready availability of 
firearms, or the region's genetic makeup. 

Secular Trends 

During the past 26 years, suicide has become less common in middle-age and 
older groups but more common in the young. The increase has been greatest 
(threefold) amongwhite males ages 16 to 24, with an increase noted nearly every 
year. The rate of increase for black males during this period has not been as 
great. There has been only a very small increase in the suicide rate for girb 
across all ethnic groups. 

In 1983, there were promising signs that the increase was leveling off. That 
promise, however, was not fulfilled; in 1984, the suicide l ate in white males 
reached a record high. 

Suicide attempts are more difficult to monitor than suicide deaths, but there 
is evidence that attempts have abo increased during this period in both sexes 
(Weissman 1974; O'Brien 1977). 

The Suicide 

Methods 

Both boys and girb are most likely to commit suicide with a firearm. The 
next most common methods are hanging, for boys, and jumping from a height, 
for girb. 

Drug overdose, wh ich b by far the most common method in su icide attempts, 
is unusual in completed suicide. However, it cannot be assumed that young 
people who take an overdose are making an empty gesture and do not wbh to 
die. Most suicide victims have a mixture of feelings about wanting to die and 
wanting to live. Because an overdose b not an immediately lethal method for 
committing suicide, it gives the victim time to reconsider the act. Fortunately, 
most overdoses can now be successfully treated if the patient reaches a medical 
center in time. 

ERiC 3"7 



YOUTH SUICIDE 



Precipitants 

Many teenagers commit suicide soon (often within hours) after finding out 
that th^ are in trouble, when they are afraid and uncertain about the conse- 
quences (Shaffer 1974). 

Other, lees common, precipitants include rejection and humiliations, for 
example, a dispute with a girlfriend or boyfriend, being "ragged" or teaaed, 
failing at schoui, and failing to get work. 

Veiy few cases occur with no obvious precipitant, appearing to have been 
planned many weeks or even months in advance. Such suicides are more likely 
to take place on certain dates, for example, on the anniversary of a friend's 
suicide or on or close to the birthday of the victim. 

Associated Mental Health Problems 

Most youth suicides are precipitated by a stress, for example, getting into 
trouble, breaking up with a boyfriend or girlfriend, or having problems at school 
or arguments with parents. However, these common stresses of adolescence 
affect countless teenagers every day who do not respond with suicidal behavior. 
To explain suicide, we have to look beyond the stressor to some feature of the 
individual's personality or to a coexisting mental illness. 

Some of the summary information on the teenager who has committed suicide 
is based on provisional data from the New York State Psychiatric Institute 
Project (Shaffer et al. 1988). As this is still in progress, findings should be 
regarded as provisional. 

Studies in different age groups and in different countries are surprisingly 
consistent in showing that 25 to 40 percent of suicides have made a previous 
known suicide attempt. Theee rates were found by Shaffer both in his British 
study of children younger than 15 (1974) and in the New York study. Similar 
rates have been reported among adult suicides in the United States (Dorpat and 
Ripley 1960; Robins et al. 1959), in England (Barraclough et al. 1970), and in 
Scotland (Kennedy 1972). There is no information about whether the proportion 
of suicides preceded by a known attempt varies with sex or ethnicity. 

Drug and alcohol use and a predisposition to intense methods and aggressive 
outbursts are common in suicide victims. These problems may occur along with 
periods of depression. LearniDg disorders also appear to be common in this 
group. 

Uncomplicated depression without any associated behavior problems is lees 
common but is found among some girls and among some older boys (Shafii 1985). 
Brent (1987), in his study of 27 teen suicides, found that bipolar symptoms were 
common, but that depressive features were nearly always found in association 
with some other diagnosis. 



884 PREVENTION OF MENTAL DISORDERS 



A subgroup of teenage suicide victims did not appear to anyone to have a 
problem. However, such teenagers wouW worry a great deal about getting 
thmgs "just right." They became excessively and unnecessarily anxious before 
tests, not because of parental pressure but because of their own anxiety about 
performing well. They were unreasonably distressed at times of change and 
dislocation, such as moving to a new home or changing to a new school. 

Only a small proportion of teenage suicides occur among teenagera with 
naanicKiepressive or schizophrenic psychosis, because these conditions are rela- 
tively rare. However, among teenage patients suffering from psyrhosis, the rate 
of suicide is extremely hi^. 

Consistent biochemical abnormaUties have been found in the brain tissue of 

uJa*?***®®""**®"*"**®"**®"^'®"' '^^^ abnormalities consist of low levels 
?QQ<r^- breakdown product of the neurotransmitter serotonin (Stanley 
1984). This abnormality has also been found in individuals with aggressive or 
impulsive tendencies. 

Suicide and Imitation 

An accumulation of evidence from a number of different sources, taken 
together, indicates that imitation may be an important facilitator of suicidal 
behavior in young people. This evidence includes the following: 

1. Phillips (1984) demonstrated that prominent display of the news of a real 
suicide in newspapers leads to an increase in suicidal deaths— mainly 
among young people-during a 1- to 2-week period following the news. 

2. Gould and Shaffer's (1986) research showed that suicide completion and 
attempt rates inc-eased during the 2 weeke following fictional television 
shows dealing with adolescent suicide. 

3. Kreitman (1976) noted that young attempters bad many more close 
contacts with others who had made a suicide attempt than would be 
expected from the known prevalence of suicide attemnts in the 
community. 

4. Documented examples of imitative suicides have taken place within a few 
hours after a vulnerable teenager has seen a film, read a book, or seen a 
news story featuring suicide (Shaffer 1974). 

5. The occurrence ofsuicide clusters is thought to depend on imitation. It 
appears that teenagers who die in a cluster have not usually known each 
other personally, but have read about the others' deaths during the 
extensive local newspaper coverage of each case. 

These findings are clearly relevant to suicide prevention activities, which 
often involve presenting the facts about suicide to a child or tee^>age audience 
A m^or challenge is how to present such findings, if necessary, without en- 
couraging imitation. 
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Past and Family History 

Salk (1985), in a study on a representative sample of youth suicide com- 
pleters, noted an excess of obstetric complications in their obstetric histories. It 
is not clear whether the obstetric complications are directly related to the later 
suicide or whether they are an indirect index to some other predisposing factor, 
for example, maternal alcohol consumption or maternal ingestion of psychoac- 
tive drugs. Thb is an area where more research is needed. 

No eviden^je clearly shows that young suicides or suicide attempters have an 
excess of early loss experiences, but studies to establish this are difficult to 
undertake and the possibility cannot be ruled out. 

A high proportion of suicide completers have a first- or second-degree relative 
who previously attempted or committed suicide. It is not clear whether this 
indicates a genetic predisposition or whether prior example facilitates a later 
suicidal response to stress. Imitation may be the important factor here, because 
studies into the acquaintances of suicide attempters suggest that attempters 
are more likely to have a close friend who has similarly made a suicide attempt. 

The association between suicide and aggressive behavior seems clear. Ag- 
gression in young people is, in turn, frequently associated with a history of 
exposure to familial aggression. However, there is no direct evidence to indicate 
whether suicides or attempted suicides are more likely to have experienced 
intrafamilial aggression in early childhood. 

Figfa-risk Groups 

Suicide is uncommon; only 12 out of every 100,000 teenagers between ages 
16 and 19 will commit suicide each year. This means that most preventive 
efforts directed to the general population CSiniversal" strategies) will be ineffi- 
cient, reaching relatively few vulnerable teenagers. A more effective strategy 
would be to use available resources on a hi^-risk group, thus reaching many 
more potential cases. 

Preliminary findings from the New York study (Gould et al in press) and 
BayoB' theorem (Fleiss 1981) have been used to estimate the probable incidence 
of suicide in various subgroups (see table 1 ). For theee estimates, the proportion 
of suicide completers to normal controls was used with a particular risk factor, 
along with sex- and age-specific suicide rates from the general population (e.g., 
15 out of 100,000 for 15- to 19-year-old white boys). The utility of these estimates 
lies primarily in their ranking rather than in any absolute number, because 
estimates are based only on univariate analyses. 

A review of the few foilowup studies of teenagers who have been treated 
psychiatrically for suicide attempts or depression (see table 1) shows suicide 
rates that are much higher than we would project from data on subjecta in the 
New York study or from Goldacre and Hawton (1985) study of attempters who, 
for the most part, received nonpsychiatric treatment. The most plausible 
r^p.^^ nation for the difference is selection factors, that is, more severely 
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Table 1. Risk Factors for Suicide in Teenagers 
New York Suicide Study 

Males 

Suicide Rate/ 
100,000/yr 

„. , _ ^ Approximate Affected by 

Kifik Factor Normals Suicides Odds Ratio Risk factor 

(N = 65) (N = 97) 



(General Population) 

Prior attempt 1.2% 

M^jor depression 2.0% 

Substance abuse 7.0% 

Antisocial behavior 17.0% 

FH of suicide 17.0% 



14" 

21% 22.5 270 

21% 8.6 100 

37% 7.1 70 

67% 4.4 40 

41% 3.0 36 



Females 
(N = 20) (N = 17) 



(General Population) g 

Prior attempt 6% 33% 8.6 20 

Major depression 2% 50% 49 80 
Substance abuse 



6% 


33% 


8.6 


2^ 


50% 


49 


7% 


5% 


0.8 


12% 


30% 


3.2 


13% 


33% 


2.7 



Antisocial behavior 12% 30% 3,2 g 

FH of suicide 



N.C.H.S. Division of Mortalii\y— unpublished data 
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diflturbed patients are admitted for peychiatric treatment; however^ one cannot 
rule out the possibility that hospital admission worsens t'le attempters' prog- 
nosis. Analyses such as these do not tell the whole story. Some groups that 
have very hi^ suicide rates but account for only a small proportion of all 
suicides (e.g., schizophrenics) have been omitted; other groups may be difficult 
to identify and access. However^ these data suggest that the greatest preventive 
impact would come from effective intervention directed at teenage hoys who have 
made a previous suicide attempt or who are depressed. Attempters are poten- 
tially easy to identify because many are referred to emergency rooms for medical 
care after their attempt (Kennedy et al. 1974). Furthermore, because they have 
already demonstrated suicidal behavior, there would be no concern about the 
introduction of suicidal preoccupations to individuals who may not be suicidal. 

Evaluating Prevention Programs 

There are two principal types of evaluation strategy: 

1. Auditing the usage patterns and costs of a service. This is clearly 
important, but may not reveal much about the program's efficacy. 

2. Evaluating a program's efficacy. This will always require some com* 
parison (a) among individuab before and after they have received the 
intervention^ of (b) between individuals or communities who have 
received and those who have not received the inter\'ention, or (c) both (a) 
Rnd (b). 

Before«and*'after comparisons require that the outcome to be measured has 
been systematically recorded before the smrt of the intervention. This presents 
no problem when a before-and*after study has been pianne i in advance, but 
sometimes it would be useful to be able to evaluate the efficacy of a program 
that came into existence without any plan. In these instances, recourse to old 
records may be useful Such records may include the number of suicidal deaths 
recorded within a community the number of visits to local emergency rooms for 
suicide attempts, and the number of suicide hotline calls. 

- Unfortunately the before*and*after method may be invalid if marked shifts 
in the suicide behavior rate over time aro duo to a factor other than the 
introduction of the prevention program (such as a shift in the age pattern of a 
community or another, more specific, factor such as the availability of a method 
for committing suicide). To reasonably link the program to a change in suicide 
rates, it is also necessary to compare the target community to a matched control 
community where there was no prevention program but where any general 
effects would still be operating. 

When the outcome one wan^s to study was unrecorded before the start of the 
intervention and does not exist in any available records, it is necessary to make 
comparisons with control communities or subjects who were known not to have 
^X'^nenced the program. 
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The timing of followup is important An intervention program may have 
important short-term ^ects (e.g.^ it may induce teenagers who are cunentiy 
trebled to seek referral, or it may possibl^y in Jluce suicidal preoccupations in other 
troubled youngsters) that would bo best picked up by an evaluation carried out 
within days of the intervention. However^ it may have longer term affects (e-g.^ by 
teadiing appropriate coping strategies^ it may reduce stress responses v^en the 
young peqple encounter later problems) that would not be shown hy an evaluation 
limited to the period immediately following the termination of the program. 

Finally, it is important to consider what is being evaluated. For example, the 
programme proponents may feel that improved knowledge about certain aspects 
of suicide is important to the program'^ success. They may devise a before-and- 
afler test showing that young9ters who go throu^ the program do indeed 
acquire new knowledge about suicide. However, their theory that knowledge is 
important may be incorrect, because the acquiBition of knowledge may have no 
effect on subsequent suicidal behavior (or it may e\'en have the effect of 
increasing the unwanted behavior). That would become apparent only if the 
evaluators studied both the acquisition of knowledge and the effect of the 
program on suicide attempt or completion rates. 

Before-and-after comparisons with teenagers are often difficult to interpret. 
This is because teenagers' and children's ideas, perceptions, and levels of 
understanding change as pert of the process of normal development. Any 
change identified at a followiip examination may be a consequence of this growth 
and development rather than of the intervention. This is more likely to be a 
problem if the followup period is lengthy and if one is assessing cognitive skills 
such as coping strategies. It is less likely to be a problem if one is measuring 
strai^tforward knowledge, such as a list of resources. To control for matura- 
tion over time, it is necessary to examine a separate age- and IQ-matched control 
group that did not receive the intervention. 

Primary Preventive Interventions 

General Psychiatric Care 

Psychological autopsy studies show that most suicides had symptoms of a 
psychiatric disorder at the time of their death. Other factors being equal, the 
introduction of mental health services into a community should, by reducing the 
burden of mental illness^ also reduce the suicide rate. This proposition has been 
studied in the general fwpulation although not specifically for children or teens. 
Walk (1967) examined suicide rates in the British county of Sussex and found 
no effect on suicide rates after the introduction of a community psychiatric 
service, Neilson and Videbech (1973) similarly found no effect on suicide rates 
after the introduction of a psychiatric service on the Danish island of SamiK) (the 
rates included all ages, but teenagers accounted for very few cases). However, 
neither study was controlled, so it is possible that the apparently stable rates 
were occurring at a time of a more general rate increase. More important, they 
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were undertaken before the widespread use of antidepressants and lithium and 
80 do not reflect the impact of more recent antidepressant therapies. 

Restricting Access to Suicide Methods 

Because youth suicide is so often an impulsive act, it is reasonable to expect 
that limiting the availability of or access to any common method could reduce 
the teenage suicide rate. 

The 80-cal led '"British experience^' is the most frequently cited example of how 
reducing access to the means of su icide can significantly reduce the suicide rate. 
In 1967, the mean carbon monoxide content of domestic gas in Great Britain 
was 12 percent. Self-asphyxiation with domestic cooking gas accounted for more 
than 40 percent of all British suicides (Hassall and Trethowan 1972; Kreitman 
1976). By 1970, the carbon monoxide content was reduced to 2 percent. During 
this period^ British suicide rates from carbon monoxide asphyxiation declined; 
by 1971 this method accounted for fewer than 10 percent of all suicides, and the 
overall suicide rate declined by 26 percent. Almost all of the reduction could be 
attributed to the decrease in deaths from domestic gas asphyxiation; there was 
no compensatory increase in suicidal deaths by other methods, although the 
incidence of attempts by overdose increased (Johns 1977). It is implausible to 
assume that individuals who would have committed suicide using domestic gas 
did not turn to different methods to achieve their suicidal goals. What may have 
happened was that the suicidal population, denied access to a universally 
available, nondeforming, nonviolent method, did not turn to other more violent 
(and more lethal) methods, but rather chose another readily available non* 
violent method: self-poisoning. However, the impact was limited because 
during the same period i^lf-poisoning became progressively less lethal. This 
may have been partly because of the substitution of tie less dangerous ben- 
zodiazepine drugs for the highly toxic barbiturates, and partly because of 
iiaproved resuscitation methods. 

The detoxification of domestic cooking gas also occurred in other European 
countries, such as the Netherlands, but it was not associated with any reduction 
in suicide rate. In these other countries, however, the base rate of self-asphyxia- 
tion from domestic gas was less than 7 percent compared to Britain's 40 percent. 

Prevention methods that do not require the active participation and educa- 
tion of the public have traditionally been the most effective, for example, 
changing the water supply in South London at the time of the great London 
cholera epidemics. Such methods may aleo have potential for preventing 
suicide. (Clearly, the British case of reducing the toxic components of domestic 
gas is not directly relevant in the United States, where suicide b}' self-asphyxia- 
tion is rare and most likely to occur through inhaling the exhaust of an 
automobile engine. Most suicides in the United States are committed with 
firearms, and it has been suggested (Boyd and Moscicki 1986) that the increas- 
ing penetration of firearms into U.S. households is a leading reason for the 
increase in U.S. suicide rat^. This reasoning is not entirely convincing, because 
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youth )V 'jcide rates have similarly increased in many European cou ntries ^ere 
firw^f^ are less readily available. Furthermorei there seems to bean associa* 
tion between alcohol and other drug abuse and su icide by firearm (Shaffer et al. 
1988)i so that the increase in saicide deaths may reflect the increasing role of 
alcohol and drug use rather than increased firearm availability. Even if this 
were the cassi howeveri the suicide rate, at least among alcohol and drug users, 
might decline if access to firearms were better controlled. 

Regardless of whether firearms are the cause of the perceived increase in the 
number of adolescent suicides, th^ are the most common method for commit- 
ting suicide. This knowledge makes clear an opportunity for suicide prevention 
through fi4>propriate education programs reminding professionals to counsel 
parents of vulnerable children either not to maintain firearms in the home or 
to make sure that firearms are maintained under the most secure conditions. 
Similar programs mie^t be directed to the public with great advantage. 

School-based Programs 

Teenage suicides sometimes occur in clusters. A conununity that had pre» 
vioualy experienced few su icides mi^^t suddenly be faced with four or five deaths 
within a few weeks. These outbreaks are often hi^ly publicized and may be 
attributed by the lay public as being a consequence of specific stresses or faults 
in the community (e.g., the presence of many recent migrants or an insensitive 
or uncaring school administration). These explanations are implausible, be- 
cause the putative stresses will nearly always have been present for some time, 
and if such general influenoos were at work, one mi^^t expect an elevated suicide 
rate to operate continuously rather than episodically. This model may lead to 
demands for a community-based suicide prevention program closely tied to the 
educational system. Such programs abound; in 1976, approximately 400 such 
programs were in (^ration. 

The goals of most of these programs are: 

1. Ttoching pupils to recognize certain clinical features or warning signs 
thoufi^t to presage suicide. This is based on the reasonable assumption 
that potentially suicidal students are more likely to discuss their feelings 
and intentions with other students. In addition to this instruction (which 
often incx)rporates a nonstigmatizing model of suicide, not as a mental 
illness, but as a response to stereotypical teenage stress), teenagers are 
given advice on some of the strategies that can be used to break suicidal 
intentions made to them in confidence. They may also be tau^t listening 
skills to promote trust and disclosure from potentially suicidal students. 

2. Providing students and teachers with source information, for example, 
how therapeutic services operate and how they can be accessed. 

3. Describing common stresses encountered by adolescents and the 
psychological development of the adolescent and its alleged relationship 

Q to suicidal crises. 
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A ProvidiM training in stress management or coping strategic. These 
r attempt to identify and support students drug or 
Kol problems, failing grades, parent problems, and so forth. 

Description 

Programs may involve either smaU or large groups or both. P«>«^j"^r^ 
for^SEmS- be incorporated into a regular curriculum (e.g., social rtud«i or 
^jS^SonTorbe^eredasaspecialsubstitutefori^lardas^^ 

Hr^uW .xrouM focus on individual reactions to suicide, a parent or teacher's 

fr LS^ini present information on teenage suicide, resources, and 
S^ol^ d^tiopTe^t and difficulties. These presentations rarely pu for^ 
w««i^vchteL vie^^^ emphasizing instead such stresses as pressure to 

!V.dhS^ The dawriotio^ of warningsigns usually includes symptoms of an acute 
f^lSSe^dep^io^^ 

^^i^^ng a will, giving away valued possessions, and «howmg a mark^ 
Jh^« iTacademic ^rformanoe. The presentation often »«<^l"des a fiK 
^m^imL todemonsS^te the clinical features of a suicide-pronn child, some- 
™Trete therapeutic or listening skills, but most often to excite 
intereev or concern in the problem. 

rourae leaders are typically psychologists or social workers recruited from 
X^Tn^ZrceZrs. are sometime suicide pxj^entionoj^^^ 
^^volunteers who have received training in gnef counseling, i^ym 
Sdote^nt psychopathology. Some programs are directed sole y to teachere^ 
tLn exD«^ to transmit information or techniques directly to their 
I^ide^ It n^uncTmm^^ for teachers to be called on to implement new 
n^o^^ after a single training B,mion from mental health professionals, or 
STeSZ^lyt the trlr^^^^ they received indirectly during educator programs 
or through video-taped training sessions. 

Student programs are generally offered for ninth gradere and older, although 
soml i^terSe school offer programs to younger students, ^f^r^^^ 
^runtered any programs that use preliminary screening to exclude children 
who might respond adversely to the program content. 

AmonK special programs we have encountered, one has a therapeutic pro- 
«r^?or%^^uslJ s^cidal students. Graduates of thte program address 
drmlLSXring a sp^ial class. Others use peer «)ui«elors, who are usuiUly 
o^^7a panel of teachers and administrators. Candidates are then taught 
cJf^Ung K ques, for credit, usually by a guidance counselor. They may 
TeSCvenfuchuames^ 

and are taught early warning signs and referral techniques. 

Many progrems distribute small, printed wallet .^«Js with facta ak.ut 
-uS waraiTgsigns, steps to take if one suspects suicidal intention m a fnend 
ERfc^lShyreXf^d phone numbers of hotlines in the area. The cards 
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Si^-J^^r""'"*^^ a statement concerning the need to override a suicidal 
indrndual's request for confidentiality. The cards may include the numb^nf 

Evaluation 

nroI5!« Is? systematic controlled evaluation of an in-school 

SZT f f^' ^"'^"^ ^ ^^l^'^). there havl St 

°f ~P?rt8 that have taken either referral or ch^nring s^cWe 

^T^ntf ^''^^^^^ « -ferraMnc„;u,d arLJ: 

been^^n rfthe program had had the paradoxical effect of increasing suS 

program's efficacy (or the revere) by examining d^hs tefre anS after 
Lrr'^r' This pwblem could 1^ cTroimvent^Tf 

ItZ"^' ^^r"^ ^^'•"^^•y characteristi^Tre r^J 

together, or (b) a more prevalent index of suicidality (e T s^icid^Lv 
tempts) is used as the dependent variable. 

^* Ln^TT «fter a suicide cluster, the immediate 

ST^^iT^ ^ unrepresentative. In these casi a fonSune 
Zr^ ^^"^ i»«ve been SZ,v^r 

decades control communities should also be studied ^013 

munities need to be demographically matched to the index community 
and changes in attitudes toward helo-seekinp in «f nSl^f^ ?? . 
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attending one of three models of school-based intervention. One thousand 
controls attended different schools at which no programs were given 
ZSntB ranged in age from 18 to 18. most being 14 to 17. Control schools were 
matched on size, ethnic mixture, urban/rural situation, and rank average 
reading scores. The match worked well -nd there were few signuicant differen- 
oes in knowledge or attitudes between the two populations before the program. 

Before experiencing the programs, most students held views and had 
knowledge that generally would be considered sound. They knew many of the 
^min^igns and took the view that mental health professionals were li^ly 
tobehelpfiil. The programs did Uttle to change these views. However, about 
20 percent of the pupile in both experimental and control schools expressed 
views that would generally be regarded as targr^a for intervention. They 
believed that suicide was a reasonable course of action under certain cir- 
cumstances, they would not reveal the suicidal confidence of a friend and they 
woXiot sU a mental health professional for help if they feU troubled The 
torograms did little to change these attitudes. Approximately 8 percent of each 
sample admitted to having made a suicide attempt. When their responses to 
the programs were analyzed separately, it was found that they responded, 
paradoxically, in a consistently more negative fashion. Not only were they less 
likely to find the program interesting or twtisfactory, but also they were more 
likely to have been troubledby the program; if anything, the programs appeared 
to change their attitudes and beliefs in a generally negative direction. Thus, at 
the second examination they were less likely than attempters who had not 
attended an intervention to want to reveal suicidal preoccupations to othersand 
to believe that they could be helped by a mentel health professional, and they 
were more likely to believe that suicide was a reasonable course of behavior. 

These results need to be replicated, although they were remarkably consis- 
tent between both programs and schools. They address only paper and pencil 
responses and provide no certainty that more negative attitudes would neces- 
sarily be translated into behaviore. Their failure to induce useful chan»9 may 
or may not have been a function of their quality; again, there seemed to be few 
differences between the programs in thoir impact, and although one of the 
programs was seen as much more interesting than the other two, it did not difler 
from the others in the negligible amount of change that it induced. The failure 
to respond may finally have been a matter of intensity. The programs called for 
relatively brief involvement, and it may be that more significant changes require 
either a different teaching strategy (although a small group program did no 
better than a large group one) or greater length of involvement. Regardless of 
these caveats, one cannot escape the conclusion that the findings do "ttle to 
support the value of general education programs. Most students do not need 
them, and those that do may be adversely affected by them. 

At a more general level, school-based suicide prevention programs can be 
criticized for following a low-risk strategy; that is, very few of the teenagers who 
receive the programs would be likely to attempt or commit suicide. 
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Shaffer and Garland's finding that a significant proportion of teenagers take 
the viow that they would never seek the help of a mental health professional is 
an appropriate focus for an intervention, but there is a clear need to understand 
the reasons for this better before designing an intervention that would correct 
It. We need to know to what extent it is a consequence of adveree past 
wyenenoes. The Shaffer and Garland study suggested that this may be a factor 
because the teens who had made a previous suicide attempt were more likely to 
hold this view, and one would expect that they were similarly more likely to 
nave had direct expenence with such professionals. 

Programs emphasizing general coping skills and providing a helpful perepec- 
tiye on common adolescent problems may or may not help the many teena^ 
with minor problems. None of the programs assessed in the Shaffer and 
Garland study employed these strategies, and other researoh on the impact of 
such programs is not available. 

OneotherfindingfromtheShafferandGarlandstudywasthatrelativelyfew 
students took the view-either before or after exposure to a program-that 
suicide was a manifestation of mental illness. Program designers want to 
encourage self-initiated referrals; to do this they need to minimize any stig- 
matizing correlate of suicide, for example, that it is a feature of mental illness 
Ihis IS a matter of some concern because there is evidence that it is such, and 
that knowledge might also be expected to reduce imitation. Imitation is in- 
herently more likely if suicide is portrayed as a tragic, heroic, or romantic 
response to a nebulous stress such as pressure imposed by an uncaring adult 
world or school; it may be less likely if portrayed as a deviant act by somZe 
with a mental disturbance. Most existing programs emphasize the role of stress 
as a cause of psychiatric symptoms in general and suicide in particular. 

Aluhough the appropriateness of school-based didactic programs must be 
questioned such programs undoubtedly offer an opportunity for case finding 

Sylt:ht^yrhi:^rLr • ^ ^^^^ 

Secondary and Tertiary Interventions 

Secondaiy intervention attempts to prevent an already established condition 
from causing additional suffering or impairment. In the suicide context, this 
might mean intervening with a suicide ideator to prevent him or her from 
attempting or completing suicide and is exemplified by the suicide hotline. 

infl!?i5'T i«^rventions (which are usually the same as "treatments") are 
mtended to shorten the course of a condition, lessen the likelihood of its 
recurrence, and reduce its noxious consequences or complications. 

Television in the Service of Suicide Prevention 

ind^Xf ^'""^^ "^'^ P''^^^'^ advertising) efficacy in 

inducing behaviors and molding attitudes, it has been used to increase the 
8 awareness of prevention programs and to illustrate their efficacy. 
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Holding (1974, 1975), in Edinburgh, examined the impact of an ll-part 
weekly television series, "The Befrienders." Each program centered oa the 
predicament of a suicidal individual who was then helped by the Samaritans. 
During the season when the programs were shown, referrals to the Samaritans 
increased by 140 percent. However, there was no change in the number of 
suicides or attempted suicides treated by hospitals in the city, even though in 
previous years the number of suicides had declined during that season (Holdmg 
and Barraclough 1975). This suggests that television was effective in increasing 
referrals to the suicide prevention service, but that only nonsuicidal indmduato 
were attracted to the service (which is implausible), that the service was 
ineffective, or, given the absence of the usual seasonal reduction in suicides, that 
any positive effect on increasing referrals was counterbalanced by inducing 
suicidal behavior in others. 

This last possibility is not so farfetched. Gould and Shaffer (1986) examined 
the impact of four isolatcil television presentations that dramatized the problem 
of youth suicide. The piograms were targeted to a teenage audience, heralded 
with publicity in local high schools, and, to a varying degree, coordinated with 
community programs. The incidence of completed teenage suicides in three 
statesand the number of attempted suicides treated atsix large hospitals during 
the 4 months before and after each showing were examined. 

Both suicides and attempted suicides increased significantly among 
teenagers during the 2 weeks following three of the four programs. After the 
fourth program, both suicides and attempts declined but not to a statistically 
significant extent. Had the effect been confined to an increase in attempts, it 
might have been attributable to more sensitive referral practices, resulting in 
more suicide attempters being sent for evaluation. However, the simulteneous 
increase in deaths suggests that the programs induced suicidal behavior. 

The discrepant effect of one of the programs studied by Gould and Shaffer, 
even though not statistically significant, raises the possibility that special 
features in the dramatization of youth suicide either may not cause unwanted 
effects or may serve to prevent suicidal behavior. These features could lie in the 
piesentation''s context (for example, the innocuous film included names and 
telephone numbere of various clinical services, thus placing suicide in a 
pathological rather than a romantic context) or in ite content (the same film 
emphasized the sequelae of the death rather than the plight or siv ation of the 
victim). This is clearly an important area for further research, with significant 
implications for prevention. 

Hotlines and Crisis Services 

A rationale for crisis intervention has been provided by Schneidman and 
Farberow (1957) and Litman et al.(1965, pp. 324-344). This can be summarized 
as follows: 

1. Suicide is often associated with a critical stress event. 
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2. Suicide is usually contemplated with psychological ambivalence. The 
survivmg attempter often reports that wishes to die existed alone with 
wishes to be rescued and saved. 

3. The wish to commit suicide as a solution to the problem arises in the 
context of mental disturbance. However, there is partial insight into the 
unsatisfactory nature o*' this solution (hence the victim's ambivalence) 
that can be identified and dealt with by those with special training. 

Most crisis services center on a telephone service, the hotline, that offers 
several practical advantages. It is available outside usual office hours; it offers 
the caller in crisis an opportunity for immediate support; it is anonymous, 
altowing callCTs to say shocking or embarrassing things, which they might find 
difficult in a face-to-face interview; and it gives those who are concerned with 
issues of control and power the freedom to hang up. 

There are several different modeb of crisis service, but Bridge et al (1977) 
suggested the following criteria, which many models meet. A crisis service 
should have (a) an identifiable individual in the community who is rwponsible 
for It, (b) 24.nour telephone or other emergency access, and (c) advertisement 
01 Its preeenca 

Some services target special groups, such as college students; at least one has 
a telephone at a repeated suicide site on a bridge. 

Many of the calls received by hotlines deal with mattere other than suicide 
In one study of a hotline for teenagers (Slem and Cotler 1973), the most common 
re^ns for calling were family and school difficulties, relationship problems, 
and loneliness. Both adult and teenage callere often report feelin, unloved o^ 
misunderstood. Most calls are made by females. Masturbatoiy calls are com- 
mon among the minority of male callere. 

Sni?!!* are J^lly organized; one exception is the National Adolescent 

q u 2 T ' T^"'^ ^^^^'°P^ National Youth Runaway 

„ r Local centers usually concentrate on giving information about the 
location of appropriate services; but some, especially those that are part of a 
multiservice agency, perform as more active case managers, making Vppoint- 
k^t I^Slniir «PP'^P"«^.««'^i^ and following up if the appointmentis not 
fSin f T' themainexceptionbeingtheSamaritans, tiy to offer direct 

S2«n°" ,«jlephone; their "befriending" process has been likened to 
Roger an psychotherapy with an emphasis on acceptance, warmth, and con- 
fidentidity (Hirsch 1981). Most other centere will bJeak confidentidity tf th^y 
^nZ^inu U ''"/'^r* V"'"^^- ^«">^ ^^^^^ to call in X help! 
ofcht^ iJll^o"''^* r " * ^^""^^^''^ P^""i««i°n before contactiSg parente 
others will do so without permission if the situation seems serious and if they 
beUeve that the parent will be cooperative. ^ 

me^tef r« volunteers supervised by social workers or other 

mental health professionals. Some hotlines-teenlines-are started by 
fo^o^re t^^g^^^ trainingas adult volunteers. However, teenage 
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volunteers ate likely to experience special difficulty in dealing with sex calls, 
and their houre of availability are usually limited. 
Effectiveness of Crisis Services and Hotlines 

to a listener of the opposite sex. 

Most studies have focused on whether the establishment of a suicide hotline 

.n.v exert a maior inHuence on ito suicide rate. Bndge et al. (1977 taking 
r^„^,:raSon,,foundnoevideneet»»ttheintr<^^«^^^^^^^^ 

afferffld the suicide rate. An incidental finding of that study, wnicn 
7^nT^^ C:Z^cZr.nniily., was that, although the mcidence of 
sSr was highest where there was a high proportion of older, white, marri^ 
jlJSX^icide centeiB had most often been established m areas with low 
proportions of thrse groups. 

BaeWs British study (1968) has been widely quoted as demonstrating that ' 
suSttentl^nte'rs do i^uce the incidence 

for demographic factors in selecting control communities, but later research 
using3 elaborate matching techniques failed to replicate his fmdinp 
(Barraclough et al. 1977; Jennings et al. 1978). 

Most recently. Miller et al. (19ii4), examining age- and race-specific suicide 
ratesin US coLies with and without and before and after the introduction of 
rsSepreventioncenter,foundasmallbutsignifi^^^ 
raSoutoflOO.OOO)amongyoungwhitefemales-^^^^^ 
most frequent user of suicide prevention centers-associated with the presence 
of a service. 

Reasons for how Impact of Hotlines 

There ate a number of reasons why hotlines may not be effective. Miller's 
O .984)7tudy. which did find an effect among the group that uses hotlines most 
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commottly riven mav not be L " ">"t 

characlertoUca or whether the ™n™.T^ r }■ convewational 
euphemiam (SWto e* al ms) '"'"'^ <i»«tly toeuickie or u«. some 

noted that voluntee^^ J^^^^^^ P^*»^f"«: Hi«ch (1981) 

infoSiorPuS^or^^ °" of inadequate 

Cohen (198%fordZtTnlX2X^^^^ ^^^--^ 
ing improved their perfon^rceXr 5 received preliminaiy train- 
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Howaver. given the vulnerabiUtiee of a volunteer-operated hotline system, a 
more reliable approach might be to limit their ftinction to that of "^X" 
ment and, within those Umits, adopting the «»?f * 

service in Cleveland described by Sudak et al. (1977) may be a model worth 
following, because it reported eiiceptionally high compliance rates. Hotlme 
operoton routinely made clinic appointments for callers (mstead of relying on 
the caUer's own initiative), ascertained whether the appomtment had been kept, 
and if it had not, undertook a further followup. 

It is also important tobroaden utilization patterns and particularly to develop 
a self-referral mechanism that is acceptable to troubled boy*- ^J^^reas ap- 
propriately directed advertising may bring in more teena^rs of both ^^^^^^ 
problem of attractingboyshasnotyet been exammed;aparticulareffort 18 hkely 

to be needed for this. 

FinaUy it is likely that useful advances in the technology of hotline ad- 
ministration will require systematic performance monitoring and assessment. 
This should include, but not be confined to, systematically noting the reasons 
why calls were made and the age and sex proportions of callers and building in 
a simple method for determining the rate of compliance with tnage recommen- 
dations. 

Treating Suicide Attempters 

Although the literature is replete with suggestions for the appropriate 
treatment of teenage suicide attempt&rs (Trautman and Shaffer 1984, pp. 807- 
323) we have found no satisfactory studies that have systematically evaluated 
the effects of treating suicidal teenagers (i.e., comparing oiitcome over a 
reasonable period of time with other treated or non-treated groups, the use of 
standard measures at the initiation of treatment and at followup, the use of 
random assignment to different treatment groups, or the use of Pfaoeboor 
dummy interventions). Most of the studies referred to in this section have been 
done on groups unselected for age; therefore, most relate to the treatment of 
adult attempters. 

The Problem of Noncompliance 

Whether or not psychiatric treatment will help them (the evidence on the 
whole suggeste that it will-see below), it seems that most suicide attempters 
who have been brought to a medical emergency room for treatment of the 
medical effects of their attempt and who were then offered a psychiatric 
appointment w'U not keep this appointment! 

In a small study of 27 adolescente, Litt et al. (1 983) found that only 38 percent 
of first appointmente were kept, a similar proportion to that noted in the adu lt 
studies quoted below. Failure to attend was more common in adolescente who 
had made a previous attempt. 

Chamedes and Yamamoto (1973) found in a study of adults that only 36 
Q-nent, and Paykel et al. (1974a) that only 44 percent, of referrals made in an 
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emergency room were kept. Furthermore, many of those who kept their first 

[uI?vT"'"To'?7T'^ J °P '^'^^ P^^^*'^^*"^ ^'^'^^^t pro-am premt 
tuielyOCogan 1967; Jacobsonetal. 1965). *"preni« 

of JiJh JSi!lf ? ? compliance is not necessarily associated with low levels 
of patholo»r. Chamedes and Yamamoto (1973) found that a high proportion of 
referral failures will be referred to another m mtal health profession^ during 
T • No consistent clinical differenc'es or Sfferenc^ if 

the medical seventy of the attempt were found in the compliant and nonc^m" 
pliant groups mPaykel's or Chamedes' studies. n «na noncom 

f« It experiences at the time of the euiergency roc i visit are likely 

to play some part m determining later compliance In a study of nSly 300 
em^gen^ room cases, managed by 15 clinicians, Knesper (1982) found a 
relationship between nonattendance and characteristics Sf emerVncy Tom 
cl nicians. Some clmicians were able to pereuade most of their patiente tJlttend 
akterappointment,butothere^^^^^ Clinll^lan^whof^^^^^^ 
the notion of admission to a patient suddenly and without warning at Z eS 

r«r!S!???''^ "^"l procedures contribute to compliance rates. Kogan (1957) 
^^^I'^J^T:"'^''^'^'''^ emergency^c^)m who 

ZrforSeSlf J*""^ ?^ """^^""i appointment was 

made for the patient during triage there was 82 percent compliance Rosrawsk^ 

and Edmundson (1971), using a more stringent index of compiiancfaw^ 
appointmento kept), found that only 30 percent of those given a name and 

rtti^td^rE"™^^^^ '''' ^-'^^ ^^ ^^ 

Naturalistic Treatment Studies 

J^It^'T^^v^.^ appointments benefit from the treatment they 

receive? Naturalistic treatment studies rely on the natural variations in c inlc 
SLtrwh3ZpTf studies typically compare the ou" imiTf 

SriSi^r K « longer period with those who attended for shorter 

of . T'^^"* oftreatment. These studies might also compare th^ 
outcome of patients, m a new program with those who had been ti^teTin « 

E^^^ tlCrt,.aL'' T"^- ft^"" ^'^'''^ ~ ^^n^^^-t 
Decause treatment is arely administered in a standaitiized way and may vary 

in both type and quality with different practitioner. Nonattenders are a Z^r 

'^'y ^ "^°re disturb^ than aTtendSs 
O^nab e to keep appomtments because of their disturbance) or less so (noiS 

^tttZtfende^ T/"!"^ *° ^'^'^^^ different 

b^Zent Stud^^l"^ nonattenders would be unrelated to the efTects of 

the?n^^uc7TV P"'^^""^ "^"^^ ^ misleading 
oecause the introduction of a new service may rely on a different oattern nf 
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The following ate etudiee that appear to a had been 

1. Greer and Bagiey(im)cont^«^^^ 

discharged from a medio^ e^^'-gJ^X had been given and who kept 
mTnt due to staff oversight, with ^J.^r^^.^. . reattempt rate was 

r"ppoi»t«^ent to a*^"^ «h^i£^^^^^ 
8ign5lcantlyhigheramongth<»ew^n^^^^ 

reattempt. «f 904 suicide attemptere. 

U,b'^^'^'^^P'"f!Z^^^T^l had received o«tpr«ent c« 
to a euicide cttoto unit than "T"* ° " 

„„lyaodB6who««ivednoafte«are ^^^i„on. 

K«.e«ewprog™».asu..«^ _ ^^^^^^^^ 

4 Motto (1976) and Motto et « , Crhey had either made 

5^005 hospitalis^edpatientsath^ t^kforsui^^ ^y^^^ ^^^^ 

a otevioua Buicide attempt or ^""^^^^JZ^^^ 862 declined and the 
:iJrAfter discharge all wei^fler^ ^"^^^^^ intermittent 

remainder were '^J'^^^'^^Tover 5 years or to receive no 
telephone contact at decreasing mten^^^^ experimental group was 
fu^er contact '^^^^^^^^d^^er different between co^^^^^^ 
farfromcomplete,anddiagn(»twfimaoi ^^^^ 2 years, suicide 

and noncompU«. we,, not d^^^^^ 
^ . twice as common m me v.w^^ 

included free acceee to r''?^^"^^ever«qae»ted,cloee liaison 
n^k-incUnic8.tr«,uenthomev»te^d^^^^ 

Mother hoBpitato, and proadiveoulreMnra^ ,81 

JTOTO conBecutive admiMions ""^^'^^XT started. The new service 
S5.mpt«» adnutted befo« *e «rv.«h«d b«n ^ i„ 
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.„co»tUut«iwithout»g.nitothese.«bo.«sinc.ti««B.«Uke.ytop«du« 

misleading rindini^. 

Other concerns are: ^ 

therefore give the research little power. 

adults (Robins et al. 1959). 

Ki^tna «11 of which would mitigate against showing any 

research is called for. 

Biological Predictors of Suicide 

Ashas been pointed out repeatediyi^^^^^ 

of suicide are generally ^^P^fl^^J^l^^,^^ 1987); along with 
correlates of suicide have been of suicide would 

The finding that has been -P«-^ ^^^^^^^^^^ 
concentretions of 5^HIM (a metab^^^^ , 
the cerebrospinal fluid M.f.) ^[^^'"^^^^^ ^ ^tudy being undertaken on 
was first reported Asberg et aUn 1^^^^^ 

depressed patients Many. individuals with a variety 

observation, and it has now been ^P?,*^ * Jg^^^^^^ boiderline and ag- 

of primary diagnoses (Stanley who have 

grLive personality types (Brown e^^^ 

attempted suicide (Linnoila et al. 1983 . "^.^^^^''^^^id-Z-atients had a bipolar 
J^LS those in which a high P^OP^'^^? in that 

disorder. Gk,odwin (1986) suggested j^^ipient of metabolites 

disorder -^y obscure the relationshy^-nie^^^^^^ P ^igh 

from botu brein and r^^'^^'^i Jo "^^^^ 

correlations between brain (studied on autopsy specimens; . 

. . . r o <• K HT AA have studied limited numbere of subjects, 
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theprogD<»wof th<^attemptera who h^^ ^ detennine whether 

from thoee in the nonna^^T stonT T^' ^'HIAA differs 

6-HIAA patients died durinir the foIl«^ ^ TwentyK)ne percent of the low 

the initial attempt) comf^?S^^ fcTI^^^^^^ 

.e.t.1^^^ 

a^^U^r^nT^^^^^^^ the.fo., asao 

over time (i.e.. whether th^^ ai^^ ^t^^^^^ 

abnormalstatein which they arTd^i^^^^^^ or rather of an 

evidence on this is by no mea^ iTm^^xr ^S" ''"^^P®"^** of illness). The 
investigator in this fieW.SrndtraTK' ^""^«(1977). one of the early 
low inabout half the ^1", i^Tr Z^^^^ 

mdividuals have stable levels whZ tho!^ nf ^if « ^^^^^'^ «>at some 

knowthesignificanceof the^dlfSi^nJ^H Tu""^^ We do not yet 
0. two patiente whose level^Su^'to^S,^^ -^Po^*^ 
went on to commit suicide. attempt. Both 

or^J^^Xn^^^^^^^ thenseconda^ 
after a suicide attempt, ii h s^S^^aK^^^^^^^ 

terns. If abnormal levels can T. iL ° ^^^^th pathological pat- 

be present some tim. ^ReT^y^T^'.t^'''^ P«"i»t«»t than that and to 
the,« may be a potential foTS^usl of I^^'^^n'^fr"".*!^''^* "^'^^^^ 
ong-term predictor of vulnerable ^ « 

that may bnng a new level of specifici^t pte^treS^" '"'""^ 



Conclusion 



The prediction of suicide Huh oft^n j. . 
8 milar to predicting rare eroaS ^ « «"»eipri« 

al. 1964), with all ftTprlC ^ "wTZi? T^XIJ 
acceptable only if intervLo^^ XS^^^ tabe-positive mtee) 

the case in suicide '"expensive or emcacious or both-far from 

d.I?^ZSS^^^ (i... those 

whocommitsuicide increZ. Siur tTnw^''^*!^^ knowledge about thos^ 
«o that we should eventu^K^bJ^^^L^ «P«^ifi<^ risk factowT 

".atitisfartoosoonK^^-:^^^^^^^^^ 
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A considerable amount of energy and goodwill, human sensitivity, and 
kindness have gone into the conventional suicide prevention activities, which 
jTe r^^^ general way on t^nagers. There is little evidence t^a th^ 
have been or will ever be effective; what is needed now is an educational effort 
to improve the focus and sophistication of these attempts at P"vention^ to 
harness the human energy and motivation into methods that wi 1 be effective 
amZyoupL that are almost certainly at high risk. There is little research to 
go on, which different ftom saying that there is an abundance of research that 
tells us not to go on. 
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Introduction 

The prevention of learning disordere in childhood is confounded by the fact 
that learning failure is but a symptom, one manifestation, stemming from a 
multitude of factors acting singly or, more often, in synergistic combination. 

As in any complex behavior, learning involves the interaction of biological, 
psychological, social, and educational factors. Biological factors include genetic 
variants, developmental lags, and imposed pathological events; psychological 
factors include cognition, attention, motivation, and emotional influences; 
socioecorxomic^nvironmental factors involve cultural and economic status, the 
quality ai d quantity of stimulation at early ages, and the vicissitudes of life 
experiences throu^out time; educational factors deal with the appropriateness 
and adequacy of educational exposure. For any child, these factors have varying 
degrees of influence on learning, but in children with learning disorders all these 
influences must be considered because each may play a synergistic and recipro- 
cal role in placing the child at risk for a learning disorder. 

It is reasonable to assume that the first step in the primary prevention of 
learning disorders is to understand the specific contribution to learning of each 
of the risk factors— biological, psychological, social, and educational—then to 
remove the causative factor or avoid exposure to it. If, for example, certain 
specific facv.->is, unique to cultural difference and economic disadvantage, are 
actual causa: agents for learning disorders, then broad social planning and 
educatioaal change to modify these factore may be needed. Such conclusions 

This paper was preparedlfor the Project Prevention initiative of the American 
(J ademy of Child and Adolescent Psychiutry. 
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SS^^m-n n^«['°Vr m'"^ as that of Brody and Axelrad (1970), Hess and 
Shipman (1968), and Caldwell and Bradl^ (1978). If perinatal events, such as 
neonatal hypoxia, are identified as potent contributore to learning disordeiB 
P'^®"**^" involves the isolation of these events and thei^ 
modification by new obstetrical and perinatal techniques. (The importance of 
perinatal hypoxia in cognitive development and later learning has been docu- 
mented (Broman et al. 1976; Broman 1979; Mednick and Baert 1981].) 

^.n^nnJ^lf^f -5 "^^^ ^ "JT®" "^'^^ '^""'"^ failu« the causativs agent 
cannot yet be clearly identified. These children have no discernible histo^of 
^matic physicaJ events of the prenatal, perinatal, or postnatal periods. iJey 

T '"?!^ "^"^yi' disadvantage; their ceSrai nervouJ 

system is not marked by identifiable focal or even difi"use structural defect: their 
Z^Tl^^ educational experiences are not significantly different from 
^ l^"" ?° ^^^^ intelligence is within the normal range: 

and they do not suffer from defects in visual or auditoiy acuity. Yet th4^ 
children do have a«demic difficulty. We classify these children as suffering 
Ir^'Ki developmental learning disabilities. We postulate that before 
these chi dren enter kindergarten the anlage for disability is already present in 

th^t dSmtr'^^"" """^ ^^^"^ ^ * predis^wition to 

The list of identified risk factors-stemming from social^ultural-economic 

P^*'^^^^?^! ^^^^ of pregnancy, and particuSTy ?rem 
possiblegeneticinfluenceandfro 

Z^ t H-^.**"? '""^ ^ P"""*^ preventio'n. We are not Jet 

able to eradicate the risk factors-that is. to eliminate povert;y and disad- 
ln!^u P'^ma*""*^ »»yPoxia, genetic defects and developmental lags, and 
inadequate or inappropriate stimulation. 

In the prevention of learning disorders, we are therefore left with a fallback 
poBition-to secondary prevention-of identifying children who we predict will 

Currently, there is a large group of children for whom such secondary 
S«« r- «^«»able. These are children in whom Z 

the f^noK^if ^^"^n' ^''^'^"^^ °' experiential, leave a mark on 
nrL^ of the central nervous system so that the psychoneurologicd 
h^^ lwl^ '" '^"""^^ For example, a traumati^ w 

fc'i h"**"- "^«PP^°P"«t« «»d/or inadequate stimulation of po^r^ m 
cultural deprivation, or a genetic predisposition to developmental C in lan- 
Son t ^^^y ^ reflected in psj4oneure£? d^. 

rhiwt f ^u^! ^° psychoneurological defects by the time the 

Er|c ^ ^' ^""^ ^ ^ of intervenTon J 
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that learning failure does not occur. It is clear that children identified as 
vulnerable to learning failure are a heterogeneous group, composed of children 
who may have been exposed to different risk factors and their combinations. 
Thus, tho identification process is not a diagnosis but a first stage to secondary 
prevention. We identify these children with a constellation of neuropsychological 
dysftinctions in "one or more of the basic processes in understanding or using 
written or spoken language," as having learning disabilities. 

There is a rich literature on the identification of factors within the spectrum 
of social-cultural-economic disadvantage that predispose children to learning 
failure (CaldweU and Bradley 1984; Tableman and Katzenmeyer 1985; Werner 
and Smith 1977, 1982; Murphy and Moriarty 1976; Sameroff and Chandler 
1976; Hess and Shipman 1968;Deut8ch 1978), and also on the effects of prenatal, 
perinatal, and neonatal events on learning (Mednick and Baert 1981; Siegel 
1988). The review of that literature, however, is beyond the scope of this 
chapter. This paper will discuss methods for the identification of 6-year-old8 
vulnerable to learning disability and will describe programs of successful 
intervention. 

Identification in Kindergarten 

Scanning is not diagnosis.* Scanning can be expected only to identify a 
heterogeneous group whose members have one thing in common: their function 
in those parameters assessed by tho scanning instrument is immature when 
compared to their peers. 

Statistical Considerations 

The level of inaccuiate pKxJictions may be adjusted by statistical manipula- 
tion of the scanning battery. False positives may be decreased by lowering the 
cutoff score, the score at or below which failure is pi'odicted and above which 
adequate learning is 8uggest.ed. Lowering the cutoff score will put fewer 
children in the vulnerable category , At the same time, however, decreasing the 
number of false positives will increaeo the number of false negatives. Con- 
versely, raising the cutoff score will incrtsase the number of false positives and 
decrease the number of false aegativea. 



*In this paper," we will use the word "scanning" rather thftu "sc«^>ening." 
Screening implies dichotomizing; the sample falling through the acroen is the 
"abnormal," the "sick"; those not falling through are "nonnal," Scanning does 
not imply sickness or wellness. It does imply examination of m entire sample 
(i.e., ail 'children in kindergarten), viewing the distribution of function on a 
continuum. It does not dichotomize, categorize, or label. It conveys what we 
are trying to do, looking over (scanning) entire school classes, finding children 
-^'^ are quantitatively, not qualitatively, different from their peers. 
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Content Considerations 

Unfortunately, there is currently no generally accepted theory of the nature 
of the learning processes. The ftanctional precureors to reading, spelling, writ- 
ing, and anthmetic are not clear, and thus there is no general agreement on 
what functions a predictive instrument should evaluate. Also, the skiUs re- 

ni'Til* ^i'lS"^ "^t^ ^^^^ advanced reader. 

It has been said (Farr 1969) that tests, which practical judgment indicates are 
related to early academic learning, are most predictive of that learning. Our 
task m prediction, however, is to find the skills that are needed before the child 
IS exposed to academic learning. 

Surveys of the literature on predictive variables such as age, sex, laterality 
ThT perception, and intersensory integration conclude 

«wm it r T^*® ''^^^^ contributes to learning (i.e , reading), no one 
B^H^hllm ^ ""'^ predictive (DeHirech 1971; JaSsky and 

In contrast to sensory modality studies. Blank and Bridger (1967) found 
symbolic mediation to be a necessary condition to solve problems invoMng 
temporally presented stimuli regardless of modality. The difficulty, they say! 

ingi^ding disability itself, we know that within this group of children marlwd 
individual differences in distribution of assets and d^cits may ap^Hntu 
aspects of perceptual, associative, and emissive language function asTell as in 
A Qif^ . dysphasias (Silver and Hagin 1960. 

Recent multivariable studies (Rourke and Strang 1983; Rourke 1985) of 

thi^TiSn ^""^ ^'""T 'V'^" ^•'•^ reading disability substantiate 
^uZ 7^ ^t^P^^^'^e of these variations is that in any correlational 
?unlin numbeis of children, individual differences in distribution o 
inu^ r, ? canf ,each other out, and the investigator will dismiss as 

insignificantsomevariablesthatmayhavecrucialimportanceforsomechildren 
in the s^nple. A theoretical formulation is needed thS would encom^ al or 

^^n.l! ! T r,!^" •'"''"•"K disabilities. The content of predictive 
mstrumente thus should not be a collection of extraneous items put together by 
myth and larceny, but should spring from conceptual unity of the learning 
process. A number of such conceptual positions have been advanced. ^ 

1 9??*nri? 3^0^*^ '*^^,°?n^^^^^^^ Longitudinal Project (Satz and Sparrow 
1970. pp. 17-39; Satz et al. 1971; Satz and Van Noetrand 1973) postulate that 

Hwl^'l*"?,'^^'""^. '*®"** * maturation of the brain which 

dSZM' "^t^ ^ '^'^ «^ P""^*-^ ascendancy at 

^childhood (eg., visual perceptual and cross modal w»asory integration) are 
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mora Ukely to be delayed in younger children . . . maturationally imma- 
ture . Skills which have a slower rate of development during childhood 
(language and formal operations) are more likely to be delayed in older 
childxen developmentally immature (Satz et al. 1978, p. 319). 
Thus, this theory predicts that children who are delayed in visual perception 
and cross-modaUty skills at ages 5 and 6 wiU eventually fail in reading. The 
theory ftirther predicts that these chUdren will eventually catch up on the earlier 
developing skUls but will subsequently lag in conceptual linguistic skills. 

Some evidence for the predictive value of sensory-perceptual factors may be 
seen in analysis of the early standardization battery of 14 variables used in 
testing 497 white male kindergarten pupils in the public school system in 
Alachua County, Florida (Satz and Friel 1973), in which factor analysis yielded 
three rn^or factors: (1) a sensory-perceptual motor-mnemonic factor, (2) a 
verbal-conceptual factor, and (3) a verbal-cultural factor. In a later paper 
(1978), Satz et al. described four factors: (1) a sensory-perceptual-motor 
mnemonic factor, (2) teacher evaluations, (3) a conceptual-verbal factor, and (4) 
a motor factor. As the project developed, however, and additional samples were 
studied, the number of variables in this battery decreased, and the current 
Florida Kindergarten Screening Battery consists of five subtests: (1) the 
Peabody Picture Vocabulary Test, (2) a visual recognition discrimination test (a 
visual matching to samples of geometric design) devised by Small (1969), (3) the 
Beeiy test of visual motor integration, (4) alphabet recitation, and (6) finger 
localization. This battery introduces language tests that, although of greater 
predictive value than the original standardization battery, dilute the theoretical 
concept of a lag in sensory-perceptual functions. Further, the concept of develop- 
mental lag does not ensure that children will outgrow that lag. Followup studies 
(Silver and Hagin 1964) have demonstrated the persistence into young adult- 
hood of the perceptual defects originally fou nd in 10- to 12-year-old children with 
leamingdisabilities. It appears that perceptual dysfu nction does not necessanly 
mature spontaneously, and that reading disability must be coneidered a lonj?- 
term problem. 

The concept of maturational lag was advanced by (Jesell and Thompson 
(1934). Gieeell and Thompson asked, 'Does the infant present specific lags and 
accelerations among components of his behavior equipment?" Bender and 
YameU (1941) were the first to apply tht term "developmental lag" or "matura- 
tional lag" to children with reading disabilities in whom classical neurological 
examination was normal. Bender and Silver emphasized as early as 1948 that 
many of the conditions seen in children, then considered "organic" or "brain 
damage," were better underetood as maturational delays rather than as struc- 
tural defects of the central nervous system. 

The problem of what functiuns are delayed in children who will fail in reading 
is not solved. Studies of subgroups of neuropsychological dysfunction in 
children with learning disorders have suffered from the perennial problems of 
disparate samples, definitions, boundaries, and methodology. Multivariate 
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studies have proliferated; most found variations on the themes of language 
defect and graphomotor and visual-perceptual deficits, with varied emphwis^ 
thespecific cteficts present. Doehring (1968) found that the concept biisk 
'y!*?:**"P? °^ disabilities is impairment in sequential proceesinff 

abUities; Petrauskas and Rourke (1979) found one group with most difficulty if 
/SS^.1°^!f ""mediate memory for visual sequences. Satz and Morris 
U981) found one group with no impairment in their neuropsychological tests 
18 tbere a concept that can unify the many and varied neuropeycholojricai 
immaturities found in children with specific learning disability? 

Position in space and order in time are fundamental functions of the central 
nervous system. Schilder (1942) emphasized these concepts when he ^^e 
deal with the fundamental fact that human existence egresses itself in spacJ 
and in time^ In the development of perception, both movement (i.e., tempwal 

^^1* li*"" 'Pf* "^^^ » « ^^^^ interplay or 

mte^tion between motor and sensoiy features which can nevei be seoarated'* 
(Bender 1958). Lashley (1961) emphasized this inten«latioSS^:%pS2^ 

foX^n?!? f PP^P ^ ^ i»te«hangeable in cerebri action."* TTie 

fondamental nature of space and time was further stated by Lashley (p 114). 
^eyaporal mtegrations are especially characteristic of human behavior and 
contnbute as much as any single factor to man's intelligence." Rozin (1^76, 
Lmn^'iir^f importance of spatial and temporal contexts in humai^ 
memory: Events occur in particular spatio-temporal contexts, and they ara 
storad in memoiy with respect to these contexts, so that the pas order, reality 

It !? '^f*^ °f letters and phonemes in a 

otlL^^^ XT^J''^' '^"'^"'Sf * P^'-^Ph. and finally, the s^en^eJ 
ct^Sie^Zth^d'^^^^^^^^ '-^^ ^^--^e spa. 

Thi^n ?i r'""' ^.^^^^ organization were nrage-apprepriate in 
children with leaniingdmabilities. T^^ 

tions of visual, vaual-motor. auditoiy, and body image perception. Thus Zre 
^1:^ the diverse deficits in the function^of the l^nrn^l^'ctSd 
That unity IS disorientation in space and disorganization in thne. Silver and 
Hagm suggested that, if th^ deficits could be dXted in the 5^^1d^*Se 

intervention might take place in the Wnderg^n 
and early elementary grades. In the visual discrimiJiation and recaU 7^. 
metr c figures, spatial orientation could be tested; in auditoiy rote sequeSr 
and in auditoiy memoiy. temporal organization may be Sen; inSS 
^v"t^'Z''°° • ^If ^' finger-gnosis. awareness of the body image ifspat^ 
may be determined; visual-motor function may combine visual pon^^tiaK 
and body image awareness (praxis). «piu«isKju 
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These oerceptual tasks were included in an intensive examination of aU 
iK fi« grade of a school in the Kips Bay area of New York City 
Ju^S^mO 70and m0.71 (Silver and Hagin 1972). This ««mination w^^ 
SSveindividual study involving neurological, psychiatnc, psychologi^l, 
educational examinations of 171 children. These exammations 
;^Sid"aUetected. with only 1 percent false positives, the children who 
would fail in reading 2 years later, at the end of second grade. 

A different conceptual approach was used by JanslQr and DeHirsch (1972, 
p. 45) in the development of their Predictive Screenmg Index: 

The choice oftests. . .wasbasedupon their prognostic usefulness in clinical 

pwJrtU^^weUaspredictiveefficaq^ The 
f^w^g^pects of development were considered: pertreptuo-motor or- 
ranSn Hnguistic competence in both its receptive and expressive 

and readiness to co^ with print^^^^ 
on linguistic tests derived from the author's conviction tha the abUity to 
comprehend and use oral language was of overwhelming importance in 
loarning to read. 

The theoretical position of remaining scanning tests *° P^^f^^^^f 
or learning failure is essentially a pragmatic one-the use of probee that most 
doSriSirie the skills that practical judgment says are relat«^ 

5>rSth^pr«lictivetest8arefrequentlyu^ 

SI (Sworth and Sinquelend 1969) use 15 subtests, five in each of three 
d"tol^^"guage.vi.ual.^^^^^^^ 

Each cluster is composed oftests to determine how the child takes '^'P'^'^^J 
restx)nds to information. The language cluster includes serial counting, 
Shra^&nsesyllablesandauditorydiscrimination).articulation.sente^^ 
SSon a^ verl»l reasoning. The visual-petceptual-motor cluster includes 
^nrg^meSnesigns. vifual recognition of abstract forms^irections 
Sng^ial orientation. drew.a.pei^n.and^^^^^^^^ 
motorcontrel cluster includes hopping, clapping, directions, and control of hand 
movemente The Hainsworths have worked for 15 years to develop this predic- 
Z'^trument, with norms on 2.500 children 2-1/2 to 6-1/2 years old. A 
developmental age equivalent is available for each cluster. 

The Slingerland Grade 1-6 Screening Test for Identification of ChMren wi^^^ 
LeaminK DisabUity is also in common use. Ite review m Euros (Mitchell 1985) 

iSTS'lttertesto'vm^^^ 

Sxreeformsareavailable: Form A for first grade and early second grede; 

BfoTsecond grade t.- early third grade; C for third grade and early fourth grade. 

exists of eight subtests: tests 1 and 2 involve -pymg prmt^ 
material; test 3. recall and matching of printed words letters and numbeis, 
ZSd in brief exposure with a delay before responding; test 4. immediate 
SThing of printed w'orfs; test 5. delayed copying of woi^. Ph^«seB>tte«. and 
daigns; test 6. writing groups of letters and numbere to dictation; teste 7 and 8. 
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sldll with initial phonics and delayed matching of spoken woitfa Fnm,« n a 
Ca,« not really earlypi«iictiveinstn.ments.b'S:L^2^^^^^ 

redundancy and overlap amon^Te lX m^^tTS"on^e7,:::'' 

I»»U and the Predictive Screening Index (Janskv and DtMiiJi, TotV In 

criterf^'fn.^l^^t'tl^S P^it^ "JH^^ 

consensus on the^nlTt Sa^S bLS^^'lZ;,'';!,'' 

ments are available At thi« „f ™ ^ ^''f'ldied scanning instru- 

P«dict in •dnd^rttet'ltadt^^StawlSuln'^r^^^ 
however,imi8tbefollowedbyapproDriateinL™^«!^ ■ P^'<*«>. 
in the next section of this re^rt '»'«"«•"»»■ This will be considered 

Outcomes of Educational Interventions 

o«e'„Tnir«LS'rKrrhr ii^^^^^ ^ '^"-^ 

data-basedresearaon-s^SiSte-^^iS^r.!!;^ 

youngchildren(P^rdBi"7983ite?'^^^^^^ 

mention preventive tate,;en«ot i?he;^.h^^^^^^^ 

his volume on developmental Mv^ho™fk^S^ • 1 °" P""'*"""!! 'n 

prectice, The conteTaTaSS il "^""^^ 

»iom.ofthene«,sandvalu^:rprfuoLra^lm'Ztt^'?rr''""• 
JpselLiono-rLCltrut^n"^-^^^^^ 
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Table 1. Content Analysis of Prevention 
Literature Search 



Content 


Number of References 


Discussions of the value of prevention 


11 


Generally favorable 


Generally unfavorable 


0 


Methods for early identification 




Recommending 


16 


Opposing 


3 


opeciiic intervention projecu» 


17 


No evaluation data provided 


Descriptions of favorable outcomes 


6 


Data on outcomes provided 




Favorable outcome 


7 


Instructional objectives not met 


1 


References not relevant to prevention 


6 



timing, and guiding intervention strategies* It is with these specifics of preven- 
tive intervention that the data base is thin. Of the 38 specific projects reported, 
17 provide extensive descriptions of methods for selection of participants and 
procedures but offer little data on outcomes of these interventions. Five papers 
provide descriptive and anecdotal data on outcomes; only eight provide evalua- 
tion data to document program effects. Ultimately, discussions of the fine points 
of rationale for an approach and even sophisticated statistical computations of 
^liit rate" of a screening instrument are only academic unless they are part of a 
total program that achieves measurable results in interventions with vulnerable 
children. 

Interventions for the prevention of learning disorders will be considered here 
from this pragmatic standpoint. The review has been organized in terms of 

(1) general consideration of facilitators and barriers to preventive intervention; 

(2) experimental programs in early education; (3) administrative arrangements 
to prevent learning disorders; (4) specific interventions to prevent learning 
disabilities; and (5) needs highlighted by this review. 
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Facilitators and Barriers to Preventive Interventions 

A comprehensive description of the need for prevention of learning dis- 
abilities through efforts directed at the preschool years was voiced in a position 
paper offered by the National Joint Committee on Learning Disabilities 
(NJCID) (1086). The multidisciplinary membership of this committee repre- 
sents some of the me^or organizations in the field, including ABSociation for 
Children and Adults with Learning Disabilities, American Speech and Hearing 
Association, Council for Learning Disabilities, divisions of the Council for 
Exceptional Children concerned with communication disoiders and learning 
disabilities. International Reading Assorjiation, National Association of School 
Psychologists, and Orton-Dyslexia Society. This report emphasized that the 
preschool years are a critical period, during which essential preventive and 
intervention efforts are most efi'ective Recognizing that learning disorders are 
a heterogeneous group of disorders of presumed neurological origin, the report 
cautions that indiscriminate labeling is not w»r ranted, because normal develop- 
ment is characterized by broad ranges of individual and group difi'erences, as 
well as by variability in rates and patterns of maturation. Early identification 
procedures were deflned to include examination of biological, genetic, perinatal, 
and adventitious risk indicatora through systematic observation, screening, and 
other (unspecified) procedures. The NJCLD paper noted, however, that early 
identification was only one step and that the "identification programs not 
followed by assessment, intervention, and follow up are futile." 

The NJCLD paper advised caution in the design of such programs by observ- 
ing that "traditional readiness activities are often not sufficient to ensure later 
school success." Periodic evaluation of eff'ectiveness is recommended so that 
interventions not only focus on ameliorating d^icits that afitectcurrent function- 
ing, but also on developing abilities, skills, and knowledge necessary for later 
linguistic, academic, and social functioning. Eight areas of need were 
recommended: 

1. Systematic identification programs; 

2. Assessment based on interdisciplinary approaches that provide an in- 
tegrated statement of current status and needs; 

3. Validated models for early intervention available to all preschool children 
with identified developmental deficits; 

4. Qualified personnel necessary to meet the needs of the identified children; 

6. Assistance to families in participating fully in all phases of identification 
and treatment; 

6. Public information concerning issue*? of child development and its 
disorders; 

7. Response to the unique needs of non-English-speaking and limited- 
English-speaking families; 
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8. Systematic t«eea«h to addresB iseuee related to provision of services for 
preschool children with suspected learning disorders. 

The NJCLD paper presents a clear and enlightened posiUon. «^ 
th Prevention ofleaJning disorders is at al possible J"^^^^^^ 
Uttte in the NJCLD report that is controversial. It is significant that the nature 
«f mJ^entive is sidestepped completely through the call for 

modek^Wether this joint statement sought to avoid supporting 
sLv «dMing m^el or to disregard the results of at least 20 years of r«eaich in 
3y WeSaon and prevention is not clear. Hie wastefulness of the second 
tSmat^ve iLXous. However, because of variations in viewpoints among the 
o.S^Sr&^ the neuiral first alternative may ^ave chose^^^ 
order to produce a unified statement of support for prevention from NJCLD 



members. 



Although the NJCLD recommendations seem to ofifer an unattmnable ideal 
it sCld be remembered that the Education for All Handicapped Child^^ Act 
of 1975, Public Law 94-142. passed 10 years earher. « 
propriate public education" for aH handicapped children between the^^ 
Sml 21 Verv specific provisions designed to meet the imique educational needs 
:?2Li^p^Th??dL and their families obligate ^^^o^^^^^^^^^ 
all handicap^ children within the age groups served; to inform parents fully 
of thtriighteimder the law; to provide comprehensive asse^men^^^^^^ 
once eveiy 3 years; and to develop annually an individual educational plan aEP) 
^hiTnTy a Smmittee that includes a teacher, a «hool administrator, the 
IS^sparent. and otherspecialized personnel as needed^ 
del nXi in the IE? and to see that the services were carried out in the least 
^:ltn^l^envi;^nment''(i.e..^^^^^^ 
mainstream to the extent appropriate ior a given child). 

The law requires the lEP to include an analysis of the child's current needs 
and 4Simes; annual goals stating the levels to be achieved during the 
^JnentCrrdshort-termobj^^^^^ 

turn criteria; instructional techniques and t^eir location; and related services 
iX noSructional services, such as special trensportetion counse^^^^^ and 
phvsical therapy, necessary for the child to profit from the lEP). 

Although the model represented in Public Law 94-142 could be interpreted 
toinclurpr^^vSions^^^ 

t^tten has generally resulted in provision of services only after children have 
SnTela"^^^^^ 

economic considerations and theoretical considerations. Althou^ l^^'^^Il 
9^142 recognized the need for early identification and most of the State plans 
for local implementation provided funds for early screening, financial support 
fodS^Sncontinuestobebasedondocumentationoftheneedforremedia- 

tkn allor tailute has occurred. 
This choice of remediation over prevention probably was not deliberate. The 
,„yJStw«rthe services mandated in Public Law 94-142 and what e«sted ,n 
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most school districts was wide. Personnel needed to be recruited and trained 
The sheer numbers of children identified as leaniing diSVnS the^ttf 
the semces required had not been anticipated. The empbrJs on remXt on 

Public Law 94-142 was not drafted with the assumption that the P«dflr«l 

^3Se:^"rh Tr -^"^ hanrclp;e^^ttn^^^^^ 
grew considered that it was a joint responsibility of local, State, and Federal 

«1 ° enlightened law resulted in a special education model that rewards 
programs that serve children after they have failed. 

AsecondreasonforthelossoftheopportunitytosupportpreventiveoroiMtm, 
under he Education for All Handicapped Children Lt li^^rUirk^STf 
pro essional consensus aboutthedefiniEfl^^^ 

Statelegislators can hardly be expected to fund enabling legblatTonf^^^ 
1^ of handi<»pped children whose characteristic a^Tvarted coXSnT 
and often contmdictoiy The veiy people who purport to p«,vSe th^^ w?^^ 
cannot agree on a definition; indeed, some of them question the ex^*?ri?! 
clearn^ut etiological group (Beers and BeeiB 1980; SprTthaS 1984) 
The debate over definition does a disservice to the cause of orevention Po^nio 

wtn tne task of justifying interventions to prevent phenomena that snmo nf 
tbBir colleagues argue do not exist in the fiiBt place. The v^^e Ind v^riab?e 
definitions do a similar disservice to the development of prevenUve app^^Sel 
In the face of the definitional disagreements, the efficacy of succ3E^«? 
lions may be doubted by the compulsive definers X Tn^rJlt 5^^^^^ 
Idiosyncratic definition, dismiss the children who i^^^id^ favo fbl^t^^^^^^^ 
mtervention as not havingbeen truly learningdisablX berin wT^ 
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According to Barclay (1984), succesBtul p«ventWe programs share three 
basic components: ^ 

1. Assessment technology to identify the children at nsk; 

2. A set of intervention procedures; 

3 Sufficient time to assess the results. 

Aprogram'aaucceesiaft.^^^^^ 

tiona that the ^«>"^'^f,^fJ!wnwithconventioimlclaM 
kiHrenwhoareotherwtoedw m^tob. toteM^^^ modifiable. It further 

Uiatruction and that the P"''l«'»»,*"f;Z''fl'^^ 
S^peridB on the eftectiveneae rfm^cb.n^^ 

thiinterventionstrategiee. f "'f i^ividual progrees with tol- 

;:attir:ri^rv?s;r^?^^^^^ 

'ClgheucoeeBfu.progran»Bha.theb^«^^^^^^ 
ve«tion.andevduation thevariouapr^d^e 

Thi8choicedepend80nthepointin(/«ca«M(c««ni^^^^^^^^^ ^^^^^^ 

for intervention. Intervention P^f^^'^J^'C first approach consists 
usually take either »f '"'/"'t'^':!" 'JSrSvestrengths to broad aspect, 
otefforts to promote socwlconipetenqf aud^^^^^ i„„u„ized will be lees 

ot functioning, on the J»* *^'°^^,;„„ter to the course of their 

vulnerable to learning **ZJJ4?JLd as enhancement efforts 

„hooling f «PP^?:^^^X5^oh Wentifies P«c""ors of learning 

r ? r^the^rf^^^^^^ 

Experiments to Early Education 

The experimental early intervention efforts of 'l^^O^^^ -J^E 
eJmpleo^programswithenh^cem^t^^^^ ^.^i, 
target population of 

defined interventions, and their ^^^^ (1983), aU 

collaborative report of the 9°"=SiT«^' „f SI programs of the Consortium 
of Barcle-'- ™ccees "ri**"™- ^fi«^"„;3e!Zpo^^^ analyses of data 
conducte. T \ThuZSrtunity fork 

across prog m prov ded a ""f ''^,'»JKfX„f allytic group, the Foun- 

sSir^HiTiic"?:"-*'^— 

BB follows* 
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» essentially the whole CulatiS^^^^^^ P"'*^ but raUier 

studies conducted in the uSstel P^^^' intervention 

poo ed study a,^ geneX^i^^hl^^"""^^^^ ^T^' the 
review is generalizable-it summarizLThT^^r « literature 
tium for Longitudinal Studies^SS fl l5r2r^'*'''" ^^^^ 

required 15 yeaiB of lon^iu^^'^lr^^'^^t ordinarily ha* 

^uation studies were iLed the Sn J^"^'' i°dividul! 
Head Start (Westinghouse Cort iQfiQ^^ ^ * evaluation attempt of 
content and ni.thodlJ"^^^,J^^l^^'^ unsatisfactory both in ZX of 
ch ildren from all socio^nomicZ^^ enrollme™ of 

that many parents continued to ffivL irj^ P'"«'«°»« 8"g««et^ 

efficacy of early education PK»^an^ fn enhan Tu"" "^^^ q"estionTSe 
fun...^^^^ 

^^on^^^^^ 

con ro subjects, and to collect he rm Jon r?^" expenmental and 
analysis. It was also expected that ? ^^"^'^"P ^^^a for indepenctent 

Pursue individual resea'IS^i^t^^^^^^^ 

WBources;reportsofthesestudSa«^^^^^ fu*^^" objectives and 

However, for the purposes oiZ7iJ^^^^'^'^'''^^^^^^ 
date are significant because they d^ume„; 1^1 on the pooled 

intervention projects, all with the eS^of lK """^i* outcomeB from diverse 
development of young children °^«»»»«ncing the cognitive and aff^t!^ 

ove?ar,efft;ivrLtfer^^^^^^^^^ ™- P-Ject was to assess the 
and n^eteanalysis oflro'„tS&Stf 

ment orientation, school competeiicr«„^' achievement, achieve 

than LOOOsubjects. migK ex^^ *"P"*'°"«^ attainment from mo« 
tibeprojecte; recovery rates%aS^3! to 

percent. However, when r«:oveml s^bi«.L ^ P^"*°* ^'t** « median of 79 
on four background variabC W "t"^^ ^^'^ '°"»P«^ with lost subjects 
socioeconomic rating, and IQ scorTaTae^ eWh' "^^'^"''^ educational We^ 
attntion was random and that p^%l\^^5 ^^^^ concluded tha 

Stendardized tests and T '*'"^''' «^"'^^«"t- 

us«i to addr^ tX" tionT,;^ il^'f' ' T^^^^^^-^ «<^«Ptation wer. 
conclusions were reached: ""P^'* ^^^^^ education. The following 

O 4 o / *ffer«nces favoring the 
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showed program 

^r^AdAsi. the exoerimental/control differences had generally dwaiv 
SS^ntte final toZup, achievement teet "^f 'Sf 

Smato for program participants were generaUy wthm the 26th to 

30th percentile range. 
2 Earlveducationalsoappearedto foeter positive attitudes toward achie>^ 
menf wSrlyfor y^^^ Older program participants rated 

Thetehi hff on 4ool perfonnance than did controls without pre- 
school experience. 

a Analysis of school competence on the basis of continuing school records 
8h "w^ suL^^^ pro-am effects on special education placement and 
i^^^e reStion. R*ust differences weie found between program 
Sd^^rand controls on the likelihood of meeting the b^ic educa- 
&^uTrements of their schools by avoiding special education place- 
ment or repetition of a grade. 

4 A simificant differential of 15 percent was found between the experimen- 
^riS^drnJrolUpeintheliS^^^^ 

6. Overalltherewerenodifferentialeffecteintennsofsubgrou^^^^^ 
sex, family structure) of children benefiting more than others from pre- 
school training. 

6. Higher level vocational aspirations, but not educational aspirations, wei« 
associated with preschool attendance. 

7. Indiiecteffects,throughtheinterveninpariablesofschc^c^^^^ 

achievement orientation, were seen m e^^PlS^^*** f^^^J^^^ 
attainment, and educational expectations for older prx)gram participants. 

Lazar who headed the consortium group in Ithaca, concluded: :^ndependently 

t^fJ^ll^tWeirtheraajorstudie^ 

::^"th^^ volmi clearly demonstrate p^itive effects of th^e programs 
throughout childhood and adolescent years (1983, p. 461). 

The Abecedarian Project (Ramey and Campbell 1984) at the Frank Porter 
Grl'm'SZeV-tCenter^oftheUnive^^^^ 

recent example of the enhancement approach in prevention. S>noe 1972 this 
exiSiment has been conducted to determine whether systematic early educa- 
Sro^eventXrdedintellectualdevelopmentm 

defin^hl^hSsk children who, in the absence of apparent biological dysfunc- 
Hon app^r To have delayed intellectual development, Thi« experiment at^ 
tlmpSTmc^Sy envin^nVent and to provide preschooi expormc^ to t^ach 
^-'•ills required for school success. 
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optimal de™iopmentth«u"27hep^J^'X« AhJI^ '-^"^7 

p.r.:^vt«^:,,'r^~rdM " ■ '"'^""^ 

and 1/6 in the n^hTi p!i . . ""^^'^ 1/3 in the nuraerv 

control groups for physicKTbott id ^n , ^i*^ ^^'^ experimental and 

effect was computed to be a^nro^Sif . / The treatment 

through4yeaiB^iSconttlchi^^^^^^^ 2 
the retaniedmnges. Those liurts a^^^^^ 

pn,ject awaits data from school followu^ wXril^w^n ""^"'"^ 

sea^h eZ'^irat'tl^^^^^^^^ ^« -other long-term re- 

pwgmm has sough answe^ al^^^^^^^^^ 1972. the 

education p„,gra'ms. Sat^n^atttt^'^^t^ 
second grade have been presented by Piei^o^^al (1984^ T**^ 
closed in October 1974. 285 famili«« frnm 5 i . ^ enrollment 
Boston had responded to the pZ^m's^^^^^ of 
group. Diveree background chaSrl lJ ' P«''*'<^'P«"on as the pilot 

nicity. primaiy lan^^^V^^ZT T'f represented in terms of eth- 
Thr^ prcgn^S; fom^n^U Tere pr^^^^^^ f ^ ''T' '"""^ 
line-Boston boundary" (1) ^rTn^XlH^^ ^ "^"^^ ^rook- 

ing. and (3) educatioLl pX":i^^^^^^^^^ 

Jrti'^tra)X'ri^^^^^^^^ of prog«.m cost 

year) involv^ tri^uL^home'^^^^^ P^^ child per 

scheduled at least once everT4 w4^^ and 1 mited child care, each 

the same offerings with leTs fl^r Inri-^r^"^'^^^^ 'TT^^ ^^^^^^ '"^o'^ed 
and (3) the least Spensivfc JKhsS n T^^ ""^"^"'^ ^^^^^ ^ ^^ks: 
visits, meetings. or^Ud irTbut o^^^^^^ } "° ^'^^'^^'^ ^^'^"gh home 
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Bedniiinft at age 2 ymm. weekly play groupe were held for the children. At 
ag^ 3 ml A, BEEP participants wew offered a daily ^^^^l^K P^*^"^J^^^ 
moKmm in which tbo cuiriculum was influenced by the High/Scope Program 
(Hohm»^netaJ.19T9). The emphasia in this program was on ^t^ctumgspa^ 
and inateriate to afl'oid each child an opportunity to develop a sense of effect!^ 
mae, to explore concepts, and to develop mastery and social skilte essential for 
competencies in school." 

Evaluation of the BEEP results has provided multiviewpoint (teacher, 
mrant, independent observer) and multitimepoint data. Results at the end of 
second grade irefiwt the children's functioning 3 years after the termination of 
BEEP tSrvices. Attrition rate was approximately 10 percent ijer year, with 169 
of the oriKinal 285 familiee available for follovmp. A comparison group, rBnAoxor 
ly selected and representative in relevant background variables, was observed 
in second grade ciassrooms along with program participants for six lO-mmute 
intervals by independent observers who were unaware of the group identity oi 
the children. Results of these evaluations indicated that: 

1. A significantly smaller percentage of BEEP participants (14.2 percent) 
than comparison children (28.4 percent) were rated by observers as 
"having difficulty" with classroom learning behaviors such as working 
independently, following directions, resisting distractions, completing 
work, and getting along with other children. 

2. Assessment of reading levels showed that 19.3 percent of the BEEP 
participants and 32 percent of the comparison children wero not decoding 
and comprehending stories at the high second grade level, their current 
grade placement. 

3 When program cost levels were related to level of parents' education, a 
direct relationship between level of services and what was regarded as 
adequate reading performance was found with well-educated families; 
few children of well-educated parents were not reading at grade level. 

4 In contrast, with children whose parents were not well educated, high 
levels of outreach were thought to be necessary. In the program level 
group in which parents were required to initiate contact for services, there 
were no significant differences in the adequacy of reading between BEEP 
children and the comparison group at the second grade. 

The experimenter concluded on this basis that "for families who are not highly 
educated, greater outreach was required in order to produce lasting effects. 

The assumption of a causal relationship between tho level of services to 
parents and reading achievement appears to go beyond the available data. An 
alternative hypothesis might be that the children's lack of school progress is 
associated with their parents' lack of educational skills, which in turn made it 
difficult for them to initiate requests for BEEP services. More careful analysis 
of intervening variables or possibly path analysis similar to that done in the 
O jled analyses of the Consorti'.im for Longitudinal Studies (1983, pp. 454-456) 
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aemcee to parents and reading achievement. "^^ween 

It also appears that the measures of reading outcomes are gross in view of 
the other aspects of BEEP's experimental design and the q^SL for whVh 
answeiB were sought. To regard giade-level achievement in readingl W 
quatej appears to be setting «ther limited goals for the chZen wdt 
educated parents. Furthermore, the adequate^nadequate dichotom^ does not 
take into account the range of achievement one canexpect by second grade in 
any normally distributed group of children. ^ ^ ° 

n.^^ioi*""^!?'*^.^^*"^" programs directed toward enhancement of 
psjichosocial competencies have proved eTTective in realizing these obSves 
In contrast to comparable control youngstere, a high propSrtTof 

m school and earn fewer scores within the retarded ranges on intelliranoeteBte 
^'u-'t? roffi T*"«*"°"' hargreiter ISoSof 

^tTai i P"!^ graduates reflect the indirect effects of greater 
SS^^s SLrl'*''*^ competency in improved vocational expectetioSHnd 
status. These programs, however, seem lees effective in produdi and main- 

^^tLl^^u ? * participante. This peiientage is 

interesting in that it corresponds to the usual incidence estimate of soedfic 

zi^^ KLt^^^ ''^'"'^ grour»^m;s^tf 

s^Ld f^Sl^S^^r "^"•'^ specific interventions fVtheir 
special learning problems than enhancement programs provide. 

Administrative Strategies to Prevent Learning Disorders 

bei^t^m«!l^H^*f ""'fu^''*" atrangemente and innovative programs has 
been recommended for the prevention of learning disabilities Unlike Z 
enhancement approaches described in the previous Ltion, the^ modmcSioM 
are short-hved and often fall victim to the winds of educa iond ch^«, tefore 
iiter„V''"'"""°" effectiveness can be accomSed pT^^^^ 

.ntoi^ention programs are particularly vulnerable because of theiM^k of 
statotoiy fundmg and consequent dependence on administrative or e^rimen 
tal ftinds for survival. These conditions limit the numter^f p^enSH^^ 

rmlro„'"r'' i^r^" thS^^I^r'TesTte S^' 

th~' o'fSoJer^^"^ 

bee^^1Zf«r "»lf'«^?«°'»«' l^^^l^-^teP organization of school grades has 
been proposed as an educational provision for Undergartnere who seem dT 

S^ht'trrrn^^^r T^epT^^T^lZZ^Z 
cuasnas been proposed by a number of investigatoreODeHirsch etal 1968^ h..f 
^J"** 7"^ not provided. More recenUy. ZeLkHlTss) comj!^' 
language, readmg, and mathematics achievement of children whTCbeen 

er|c 4.'^5 
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placed in a transition class before first grade with those of chtldren who had 
koeflLl first grade when both groups of children were enrolled in second grade. 
Sn^if^nt^erences weiSfound between the two groups m any of the 
achiXment measures at the end of second grade. However, Zenslu noted that 
SeSS,n"Siexperienc«providedlittlepr^^^^ 
on Xh the evaluation was based and speculated whether more definitive 
JiiTlto mi^t h^ve been found if more time had passed between the experimen- 
tal procedures and the evaluation. 

A retrospective evaluation of a junior first grade by Kilby (1983) produced 
yery different results from those of Zenski's research. This ex post Btudy 
Spared academic achievement and social adjustment m ^JJ^f 
eightfoTchildren who had participated in a junior first giade fo^low^« ^^^r 
kioderearten year. The achievement and adjustment of the experimental 
children was more favorable than that of comparable classmates. It was also 
found that there were fewer referrals to learning disabihty P'-of^"^ f^,«^ 
grade repetitions in the primary grades for program participants These resulto 
tod to the conclusion that "the intensive reading instruction in the jumor first 
grade may have had a positive and long term effect. 

Expansion of kindergarten offerings has also been suggested, although mixed 
resutohave been reported. Weissman (1986), in a study of the impact of early 
Intervention on special education studento' readiness for mainstreammg, found 
that expanded pre-firet grade programs, whether they involved repilar educa- 
tion or special education programs, did not discriminate successftil from unsuc- 
cessfUl mainstream adjustment. It is disappointing that the socioeconomic level 
of the child's parente. regardless of the kind of educational intervention, was 
most closely associated with outcomes. 

In contrast, Anderson (1984) reported increased educational effectiveness 
associated with the full-day (as opposed to ihe half-day) kindtergarten^ The 
full-day program resulted in an increase of instructional time from 180 to I /u 
minut« The programs in both halfniay and fuU-day kindergartens drew on 
similar curriculum content, with the major differences between the classrooms 
consisting of iLcreased eugaged instructional time in the ftill^lay programs. 
Classrooms were matched in terms of children's ages, socioeconomic levels, aex, 
and entiy-le-^l skills on kindergarten skills inventoiy. Teachers in the fuU-day 
program had the services of volunteer mothere as classroom aides, whereas the 
half-day kindergarten teachere had the services of paid aides. Results of the 
Stanfoni Early School Achievement Test administered at the end of kindergar- 
ten Indicatedsignificantly higher sootes for the fuU-day kindergartnersm skills, 

knowledge, and underetanding in reading and mathematics. Parental support 
of the ftill<lay program was high and may have inHuenced ratings that indicatea 
greater self-confidence, independence, and ability to play cooperatively. 

Another kind of administrative provision suggested to prevent learning 
failure is grade placement on the basis of individual patterns of development. 
This approach is based on the work on school readiness done at the Gesell 
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Institute in New Haven. Connecticut, by Ilg and Ames (1964). Their GeseU 
ReadmeBS Scwenmg Test consists of a series of clinical tasks (block cons^. 
tZ '^'""K «»d numbers, W 

teJftJIvl ' *"fi^"S^?* "'^''^^ Although the Ge^l 

tost hasbeen normed and widely used, few validation data beyondcase stS 
have been P^eented One recent study (Wood et al. mTe^in^ Z 
pr^^tjve validity of the CSesell te.; in a sample of 84 kindergartnT« L^usSg 

^S?^."^Str.'"f T kindergarten as the criterion fof 

faUure. According to Wood et al., developmental age scores on the Geeell test 

J^^^ If falBepositives with only slight changes in thecSsc^ 
t ^ basic statistical chamcteristi^ 

of the measure. Nevertheless, this measure has had considerable use by S 
pewonnel in making decisions for the grade placement of childre^ In^me 

^rci^t c^{d\^^""*iiT^^^^ '^^'^^ 8ch^?admi::s: 

even though the child had reached the legal age for school entrance. 

May and Welch (1984) have examined the application of the developmental 
placement approach as an administrative provision for prevent Kni 
dujabihties. They chose a developmental age cutoff scSreT 4 6^ yS^« ^ 

it stressftil The developmental age concept maintains that 50 percent of all 
school prob ems could be prevented or remedied by placement^rt^nSs of 

^^U^^LTTu"^? dysfunction, and undeiBchievement are iaW to 
r«u t from asking children to perform at levels for which they are not develop 
mental y ready (May and Welch 1984). This approach does norproi^e'^ 
curriculum but suggests that children take another year to Zure iS3r to 
handle the regular school offerings. maiure m order to 

This approach is in contrast to early intervention based on a child's needsand 
a^umesthatwaitingayearinalessdemandingenvironmentwil^r^^^^^ 
ready for success m the conventional program. May and Welch testti the 

outcomesofpr«iict^nsmadeon222childreLthesecondth 

tel ^« I^tJndr Y-'^^^^^f district by locating children whose de^l^me^ 

tel ages as kindergartners placed them in one of three groups: (1) children of 

HnnT; 7 "^^"^^ ^^""^ did not accept the recommenda^ 

ion to buy a year and who, according to the theory, were "overpla^^ and 

(3)chi^ldren whose developmental agescores were greater th^n^S 

placed according to their chronological age. " ' o ana wno were 

The investigators found no significant differences among the thi^e ctouds in 

senaces, remedial services in reading or mathematics, or counseline Two 

childrenfromeachofthethree groups hadbeenrecommend^^^^^^ 

and a few more of the buy-a-year group (significant at .05 leXhad^n 
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referred to adaptive-moior and resource-room programs. May and Welch con- 
eluded that these results did not show greater difficulties for the overplaced 
group and that maturation alone will not make e chUd ready for schooling. 

These studies suggest that administrative arrangements by themselves do 
not hold much promise for the prevention of learning disabilities. The excep- 
tions may be in modifications that increase engaged time (as in the full^y 
kindergarten) to the extent that a better match between the child s educational 
needs and the educational program takes place. 

Projects for the Prevention of Learning DisabiUties 

Thedesign of most successful intervention projects is based on an underlying 
rationale that focuses on the nature of the tasks to be learned and the speciOc 
links in the causal chain that the intervention will address. As might be 
expected, rationales differ in terms of the investigator's professional orientetion 
and the age of the population to be served. Variations are great because of 
complexities in the nature of learning disability. 

Skarda (1 974) and her associates viewed learning disability in terms of delays 
in language development. Thus communication skills became the focus of their 
model preventive program, the objective of which was to develop life-oriented 
language skills in language^lelayed children. This group provided a 2-year 
intervention prcgmm for early oral language in Wisconsin public schools. 
Complexcase findingproceduree involved referrals, prekindergartenscreening, 

individual needs assessment through parent interviews, observation of the 
children in naturalistic settings, and multidisciplinary team evaluations. In- 
terventions involved "structuring the auditory environment, reinforcing essen- 
tial behaviors, and fostering home-school communication." Curriculum 
emphasis was on art, physical movement, and music activities, with extensive 
use of audiovisual aids. Evaluations bastd on parent interviews, language tests, 
and case studies provided evidence that language functions were improved. 
However, foUowup data on the relationship of these gains in terms of later school 
achievement were not available. 

Weiss (1980) also designed a preventive project with language as a central 
focus. Inclass Reactive Unguage aNREAL), located in Colorado, served 
Hispanic children who had limited English proficiency (LEP). The objectives of 
this project were to increase language development of LEP children and to 
prevent later language-related learning problems. Intervention consisted of 
"non-stigmatizing methods using inclass service delivery, thus redefining the 
role of the speech-language pathologist." Evaluation using matched INREAL 
and control groups showed that the experimental program effected highly 
significant improvement in language skills. A foUowup study 3 years after the 
original project's conclusion showed that INREAL participants needed fewer 
remedial services (remedial reading, speech-language services) and were less 
likely to be retained in grade than control subjects. A cost-effectiveness study 
showed that an original investment of $175 per pupil in INREAL produced 
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savings of $1,283.76 to $3,073.16, which might have been required for special 
services to program participants. "i^^wi 

The sequencing and timing of educational activities is another preventive 
f<>cus P'^0P<««iby some investigators (Ainscow and Tweddle 1979; Stott 1974: 
Lmdsay and Wedell 1982; Gredler 1978). These writers were critiil of pralicl 
Hon«"?Tr* ^'^^^^^ procedures as offering little guidance for ^uca- 
iTi^ 1"*'°"- •^""i^K disabilities result from 

unprodurtive learnmg styles and strategies rather than inherent disabmty 
This educationally focused intervention model would use classroom-bawd 

^TthXlSl^Tu'''''^ 'i/'^ of apprepriate objectiveTS 

InH TN^Sl? M o^m !? ^ ^^^'""^ Problems at that time. Acconiing to Ainscow 
^d!^li ' ^^T^'i^^'^ « assumption that these children wE 

academically inlor2year8;thefocus is on presentskills,usingcu«^^^ 
of functioning. Thw approach requires considerable training of teachere w3 
they ^n task-analyze educational content into smaller steps^nst"u«ng a 
more detailed sequence of speciHc educational objectives. Sudl obj^iv^ p* * 
vide cntena for ongomg mcaitoring of children's progress. The wquence of 

S;i:gttto^htg.^'''' « P<>-* ^or 

of il!Jff""*^^'*T^i*'*!j "^^P**® Lindsay and Wedell's (1982) critical appraisal 
^^ °" substantive and statistical ^uZ, 

?Sin7 P~'^>^«* of the efficacy of the objectives appT^ch 

intervention. The assumption that all children can be he& to com wUh the 
regular instructional program if teachere monitor tharpTrfrmanw at^ 
propnately may be questionable. At least for some childrerthHroTch 
would merely defer provision of services until the child has fail^l. thus mS 
the matter one of remediation rather than prevention. ^ 

Hn^^*"""^^ ^^'"^ approach has value in that it places responsibility for educa- 
Uonal management with the classroom teacher, it may'require higherCl 
planning skills n sequencing objectives than many teachers^ are able to ofifer 

I^n^ndTn ' ^^'^r «PP^<^^* t° Petition JZd 

fSlnV? '^""''Y^l implementation of the model. In turn, the quau'y of 
mplementation would depend on the classroom teacher's prof;8sional skUb 
educational resources, time, and level of motivation. P^°^^«>«na» skUls, 

The importence of the quality of implementation of program models is 
SLlkS^ H^'n' 'l^ f^""*'^" P^°^«" d^i^^ and validaUIn an 

2^"ew t^e ofthf TI^''nr?''°%'?!f P^"*^ *° ^'^^ Disseminati" 
SZTinn \ . ^P""^ Of Education and the National Institute of 
Education met the standards of educational impact, replicability, and co^t 

n^"* P^J^* membership n the NatS DiffusTn 

Network (1980 . Patrick et al. (1984) reported the disastrous repSon of thS 
highly successful onginal project. Their evaluation of the repUrtrn in 68 
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schools in a school district in another state found no significant differencee in 
achievement test scores for schools in which the program had operated and those 
in which it had not. In fact, a small negative correlation was found between the 
number of minutes of treatment in the program and achievement test scores. 
These strange results prompted the evaluators to study the replication process. 
They surveyed implementation in the schools in which the program operated 
and found that the extent and quality of implementation varied con?«derably. 
Only 78 percent of the teachers in these schools reported knowing how to 
implement the experimental program; 63 percent were able to implement the 
program at all; 48 percent used the one-to-one or small group structure, and 49 
percent used the modality centers that were part of the design. The evaluators 
concluded that they could not determine the effectiveness of the fully imple- 
mented program from the data they elicited in their study. Thus, even well- 
designed modeb may be ineffective in settings that do not ensure adequate 
quedity of implementation. 

Preventive approaches that draw on the iieuroiwychological subskills basic 
to reading have engaged the attention of a number of investigators and 
clinicians. Serwer (1971) designed an experiment that contrasted these inter- 
vention strategies with conventional classroom approaches involving the direct 
teaching of skilb as advocated by the skills-oriented approaches. Sixty-two first 
graders identified as being at risk for later learning difficulties were assigned 
to one of two special classes or were distributed throu^ regular first grade 
classes. Experimental treatments consisted of (1) direct teaching of reading 
(using supplementary phonics and language experience activities); (2) indirect 
teaching (perceptual-motor training); (3) combined direct and indirect teaching 
approaches; and (4) a control condition (classroom instruction using a basal 
reader approach). Phase I of the program involved group instruction within 
treatment conditions, and phase II involved individualized instruction with the 
same treatment approaches. Major findings were that low, but statistically 
significant, correlations between treatment method and posttest achievement 
existed (the indirectand combined treatment groupsshowed better achievement 
than the direct and control groups). Serwer commented that results may have 
been affected by the group's limited age range and the limited intervention time 
spent on the intervention conditions (30 minutes per day). Although research 
designed to contrast differing intervention approaches is needed, few studies 
like Serwer's are reported. This lack of definitive studies results from a number 
of conditions, including difficulties in keeping experimental treatments from 
being contaminated in the natural atmosphere of the classroom, the reluctance 
to withhold intervention in order to preserve a control condition, and the lack 
of commitment of resources and funding for experimental research in schoob. 

These barriers to development of preventive interventions were overcome in 
a fortunate collaboration between a learning disorders unit in a medical school 
department of psychiatry and an urban school district in an interdisciplinary 
program using the SEARCH & TEACH model (Silver et al. 1978). 
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The first step in the preventive program is to locate children vulnerable to 
learning failure. This is done by means of the scanning test, SEARCH (Silver 
and Hagin 1976, 1981). Prediction-performance comparisons show rates of 5 to 
10 percent false negatives and 1 to 9 percent positives. The second step in 
implementing the preventive model is to provide diagnostic examinations for 
children identified by SEARCH. The third element of the preventive program 
18 the provision of educational intervention. These activities are described in 
TEACH (Hagin et al. 1976), a prescriptive approach designed to build founda- 
tion skills necessary for progress in reading and th? language ai ts. 

Data from the end of second grade produced striking contrasts between the 
intervention and C( trol groups; reading comprehension scores for the interven- 
tion group were significantly different from those of controls. These educational 
gains have also been associated with signs of normal behavioral adjustment in 
the upper elementary grades (Silver et al. 1981) and a lowering of the incidence 
0. nonpromotion from 12 to 1 7 percent down to 1 to 3 percent during the 12 years 
in which the preventive program operated (Hagin 1984). 



Conclusion 



The state of the art of preventive interventions with learning disabilities is 
not as bleak as first impressions of the research literature may suggest. 
Although more gaps exist in practice than in theory, there are lessons to be 
learned from work that has already been done in the field: 

1. Both legal and theoretical foundations for prevention of learning dis- 
abilities ah\iady exist. 

2. A variety of methods for the identif cation of vulnerable children have 
been developed and researched. 

3. The values of early education have been demonstrated through careful 
analysis of extant data from the early experimental projects of the 1960's. 
The enhanced social adjustment and increased educational competence 
of the program participants were refiected in lower rates of nonpromotion, 
referrals for special education, and noncompletion of high school than 
comparison groups. However, the atypical learners may require special 
intervention projects addressed specifically to learning disabilities. 

4. A number of administrative provisions have been proposed as preventive 
interventions. However, results of implementation of these innovations 
have been mixed. The most promising are those fhat provide increased 
amounte of quality instructional time. 

5. Interventions have been designed with i. variety of program emphases: 
communication skills, sequencing of educational objectives, and neuro- 
iwychological. Research aimed at comparing the relative merits of each 
of these emphases will probably be less useful and may result in further 
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fragmentation of an already divided field. A more constructive approach 
y^d lelate assessment to intervention approaches so that mdjviduab 
could be matched mote appropriately with the programs most suitable for 
their needs. 

To best serve the prevention of learning disorders, r^atch and training 
should be directed toward refining early identification and diagnostic methods 
^ that^ev^n be closely related to educational intervention in the natural 
^tUngoftCh^l. The interdisciplinarycollaboration involved insuch work 
woX3e a rich source of data for the improvement of the education of 
young children. 
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Introduction 

For a time in the 19th century, mental illness was widely regarded as a form 
of inherited "degeneracy," preventable only throu(^ eugenics, Except for that 
period, generally humane and optimistic views about preventing children's 
unhappinees and disturbed behavior have prevailed during the past 100 years. 
In the early decades of this century, when psychiatric disorder in children was 
predominantly viewed as a distortion of normal development, it would be 
prevented by psychological interventions— a liberal upbringing that avoided the 
dangeiB of repression, child-rearing informed by the principles of learning 
theoiy, or, in a Utopian situation, prophylactic psychoanalysis. Afker World War 
II, more emphasis was placed on the social correlates of disturbed behavior; it 
was hoped that a happy and productive childhood would follow from prolonging 
and improving education, extending prenatal care to all, and improving access 
to medical resources and housing. These goals, which require no scientific 
justification, were probably oversold with respect to preventing mental illness. 
A period of disillusionment seems to have followed. Few preventive intervention 
programs focus solely on child and adolescent mental disorders, cuid one senses 
that many mental health professionals are now skeptical about being able to 
prevent these disorders. 

Concerned about this development, the American Academy of Child and 
Adolescent Psychiatry led Project Prevention, an initiative that commissioned 



This paper was prepared for the Project Prevention initiative of the American 
^«ademy of Child and Adolescent Psychiatry. 

ERIC 44 g 



444 



PREVENTION OF MENTAL DISORDERS 



the series of reviews by experts that make up this volume. They have been 
written at a time when knowledge and belief about child psychopathology is in 
flux. Few would now accept that mental disturbances can be explained solely 
as a result of stress imposed on the normal developmental process (with an 
implication that there is universal potential for disturbance); social-environ- 
mental causes are challenged by the concept of invulnerability and by researeh 
that shows powerful interactions between genetic and environmental variables 
It is a time when generic concepts of disturbance are no longer accepted, but 
when confidence in the diagnostic classification provided by the Diagnostic and 
Statisti^l Manual of the American Psychiatric Association (DSM) and Interna- 
tional Classification of Diseases (ICD) systems still must be won. We wait 
impatiently for research findings that will point to the causal influence of 
discrete modifiable risk factore (needed to formulate a rational prevention 
policy). The recent discovery of discrete gene loci for bipolar affective disonler 
and possibly for schizophrenia hint at a future when we can identify carrier 
status and undertake prenatal diagnosis (and, paradoxically, return to the 
eugenic strategies of a centuiy ago), but many still mistrust the medical illness 
model of child and adolescent psychopathology. 

Where do the experts stand at this time of change? Are they optimistic or 
overwhelmed and disillusioned? Is there anything we can do to prevent 
psychiatric disturbance in children? ThU collection of papers provides an 
excellent view of how experts, in the late years of this decade, are thinkingabout 
the problem. None suggest that it is easy, but all point to ways in which we 
could act to shorten, if not prevent, young people's distress and unhappiness. 



Review of the Papers 

The papers in this volume have been grouped into three categories: those 
that are conceptual and methodological, those dealing with children exposed to 
known risk factors, and those dealing with the prevention of specific deviant 
outcomes. 

Conceptual and Methodological Papers 

Sameroff and Fiese's paper addresses "Conceptual Issues in Prevention." A 
number of bMic prevention concepts are challenged by Sameroff and Chandler's 
transactional model of behavior disturbance. The model depicts a dynamic 
relationship between the individual's characteristics and e^vironment with 
continuing acUustments in each being made in reaction to the changing charac- 
teristics of the other. It follows that a child's risk status, an important concept 
in prevention, is not static. It may be unexpectedly modified by a largely 
unpredictable relationship between the child's individual characteristics and his 
or her environment. Lorion, Price, and Eaton, commenting on this chapter in 
their own paper, also note that the concept of disease onset that is essential to 
Oaplan s primary, secondary, and tertiary categorization of prevention activities 
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does not lend itself to the transactional model This is because the early featui ee 
of disorder may generate either an increase in dysfunction or its correction, 
depending on the environmental response. 

As do most of the authors in this volume, Sameroff and Fieee point out that 
true primary prevention is rarely possible and that most preventive interven- 
tions will be provided to children after their risk status has been established. 
They classify useful interventions into: remediations that will restore the child 
to the expected state; redefinitions to identify to parente the possibilities of 
normal caiegiving; and reeducation, teaching parente how to raise their com- 
promised child. They caution that because different combinations of risk factors 
will occur in different individuals, no single intervention is likely to suffice for 
all children, even those in a single class— for example, the offspring of 
peychiatrically ill parents. They note that most interventions are likely to be 
prolonged and costly (a point also made by Eisenberg) and may need to be 
applied repeatedly at different times during the child's development. Given 
their emphasis on the modifying role of the environment, it is not surprising 
that they stress the need to include the child's family in any preventive 
intervention plan. 

Lorion, Price, and Eaton's paper, "The Prevention of Child and Adolescent 
Disorders: From Theory to Research," describee the first three of the four steps 
that are involved in the development of a successful prevention program. The 
first is epidemiological or other research to identify modifiable risk factors for 
the condition to be prevented. This is followed by research to find ways to 
prevent exposure to the risk factoro, either by eradicating them from the 
environment or by teaching effective avoidance. In the third stege, a prototype 
or model program is field tested to determine ite immediate consequences, to 
evaluate ite cost, and to note the tendency of implemeators to depart from the 
original model. The fourth stege, broad implementation of the prevention 
program, is discussed in the following chapter by two of the same authors. 

Lorion and his coauthors point out that most of the disorders referred to in 
this volume have a very low base rate and suggest that, for ethical reasons, this 
calls for a "high-risk" rather than a "universal" approach (i.e., an intervention 
that is provided to all regardless of risk stetus). They argue (1) that aE.y 
intervention that is powerful enough to change behavior to produce a beneficial 
effect could also have an unwanted (and usually unforeseen) adverse effect, and 
(2) that because an overwhelming proportion of the population is not at risk, 
even a small negative effect or this large group could outweigh more powerful 
benefito to the much smaller population at risk. 

The authors join in the caution that primary prevention will not be possible 
wntil more is known about causal mechanisms, but they stress that interven- 
tions that lower prevalence by i-educing the duration of a disorder (secondary 
preventions) or reduce the complications or recurrence of a disorder that is 
already manifest (tertiary prevention) are very worthwhile goals. 
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In their chapter, "Prevention Programming as Organizational Reinvention: 
From Research to Implementation," Price and Lorion study the fourth stage of 
the process referred to above, introducing to the public at large a program whose 
efficacy has been shown only under the special conditions of an experimental 
tnal. Because this process often fails, the authors set out to analyze why, in 
order * to assist readers to avoid that fate for their preventive eflfortis." 

Program implementation will nearly always be carried out by an existing 
organizational structure, such as a school boaid or a community mental health 
service. The organization may fail to implement the intervention appropriately 
because (1 ) it is inappropriately presented by its supportere or inventors; (2) the 
organization may not, for a variety of reasons, be ready to accept the interven- 
tion; or (3) even under optimal circumstances, the program will have to be 
adapted to meet local conditions, and, during the course of this adaptation, core 
or neoeusaiy elements may become distorted, damaged, or lost. 

The authors suggest ways to avoid these problems. Program deeigneiB can 
set specitic short-term goals that will provide early feedback for those im- 
plementing the program. They can involve the organization as a fully par- 
ticipating partner. They should not stop there, but should also reach to other 
powerful community groups to add their weight and influence. They can learn 
about the community's experience with similar interventions in oider to avoid 
repeating their mistakes. 

Indicators of organizational readiness include the community's prevailing 

attitudesand beliefs; whethertheconditionto be prevented is seenasaproblem; 
and whether pressure to do something about prevention has developed in 
influential sections of the community. The organizations that are most likely 
to implement a program successfully are those that already have a structure 
and affiliations suited to the intervention, rather than those that need todevelop 
new partnerships and ways of working. Finally, effective implementation is 
more easily attained in flexible rather than rigid organizations and in those with 
good communication between staff membere rather than in those that relv on 
bureaucratic dictate to produce change. 

Leon Eisenberg paints on a broad canvas and uses many examples to 
Rern^yr readable and scholarly paper, "Public Policy: Risk Factor or 

He fo°f>"des, almost before he begins, that with few exceptions, prevention 
off-ers better health at additional cost and that to pretend otherwise is to make 
a promise that cannot be fulfilled: "What is proffered on the fla>v^ premise of 
cost control may just as easily be denied when it becomes evident that it adds 
to expenses. On the other hand, the humane benefits of prevention are 
incalculable, and even the economic balance can be made to favor prevention if 
indir^rt costs (the cost to the child and the parents) are considered in addition 
to direct costs (the cost to the health system). However, the costs incurred in 
the name of prevention are not confined to dollars and cents, and he provides a 
— ^'^r of instances in which preventive interventions have inadvertently led 
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to increased incidence of the problem they have been designed to prevent (as 
among children exposed to certain types of alcohol and other drug use curricula 
and those who participated in certain delinquency prevention programs). 

Eisenberg, like Sameroff, questions the paradigms used to justify and 
deacribe prevention. He argues that the vaccine model is not applicable to 
noninfectious diseases and that the most dramatic example of prevention 
through vaccination, the eradication of smallpox, was a unique instance even 
among infectious diseases and depended on the specific characteristics of the 
condition. It has no parallels with other immunization programs or with 
proventing noninfectious conditions. In the diseases that concern us, whether 
intoxications or failure to meet a child's psychosocial needs, single interventions, 
unlike vaccinations, do not confer permanent protection, and repeated ex- 
posuies to the noxious agent, rathei than protecting against the disorder, 
merely add to the injury. 

Research is needed to understand how risk factors operate and to learn what 
type of intervention program works. In a detailed analysis at the end of his 
paper, Eisenberg carefully documents the relative underfunding of psychiatric 
research in general and for children in particular. However, a quantity of 
reeearch-based knowledge already available has not been implemented in public 
policy. Only a pedant would require more research to show that poor quality 
child care, unsupported parents, and young teenage mothers may hurt and 
harm. What is needed is not only more research but also, in Eisenberg's words, 
political resolve. 

Papers on Children of Known Risk Status 

Three papers review the outcomes and preventive interventions for children 
known to have been exposed to risk conditions. The conditions are having a 
parent with a psychiatric disorder, having a vhronic physical illness, and 
experiencing a psychological trauma. 

Butter's paper, Tsychiatric Disorder in Parents as a Risk Factor for 
Children,^' is especially important to Project Prevention because it addresses a 
readily identifiable risk situation in a familiar system that may be, in Price and 
Lorion's terms, "organizationally ready." The paper is closely argued and well 
documented, providing evidence for mechanisms and preventive interventions 
that are within the repertoire of activity by clinicians who work with children 
and families. 

Rutter identifles a number of specific features of a parent's psychiatric illness 
that could promote disturbance in the child. These include damage to the 
biological environment (e.g., fetal alcohol syndrome and the hi^ incidence of 
birth injury in the offspring of schizophrenics); the high rat^of marital discord 
when one or both parents have a psychiatric illness; direct involvement of the 
child in the symptoms of the parent, which occurs in some anxiety and 
psychotic states; interference with relationship formation that may occur be* 
' O n depressed and withdrawn mothers and their young children; and the 
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consequences of discontinuous care that occur as a result of repeated 
hospitalizations. 

Preventive interventions include reducing alcohol intake during pregnancy; 
counseling for disturbed parents with significant marital problems; counseling 
parents to reduce ^^expressed emotion" when they have a child who may be at 
risk for schizophrenia spectrum disorder; and direct treatment of children to 
alter their perception and reaction to their parents^ disturbed behavior 

Pless and Nolan's paper, ^Hisks for Maladjustment Associated with Chronic 
Illness in Childhood/' examines thestrength of the relationship between chronic 
physical illness and psychiatric disorder. The overall rate of psychiatric disor- 
der in children with a chronic physical illness is twice that of the physically 
healthy population, and many of the children so affected will go on to experience 
persistent psychiatric disordere in adulthood. Because chronic physical illness 
is common, the effect is substantial; the authore estimate that as much as 10 
percent of psychiatric morbidity in children is attributable to associated physical 
illness. There is a considerable need to identify more vulnerable subgroups. 
Pless and Nolan find no convincing evidence for an interaction between chronic 
physical illness and demographic factors nor with the type of medical care 
provided. However, illnesses involving the central nervous system seem to 
enhance risk. The authore also suggest that an illness' visibility is a protective 
factor because it eli^r its social supports. 

There is clearly a need for substantially more research into the mechanisms 
of risk and the impact of preventive interventions in this area. 

Pynoos and Nader address Prevention of Psychiatric Morbidity in Children 
After Disaster." Exposure to a psychologically traumatizing event constitutes 
a significant risk factor for later psychiatric disturbance at all ages. In most 
cases it takes the form of what is sometimes a very peraistent posttraumatic 
stress disorder (PTSD). Episodes of depression, particularly when the trauma 
is associated with a significant loss, abo occur along with other problems that 
the authore group as regressive behaviora. Onset is rarely delayed, and most 
children and adolescents with sequelae are symptomatic immediately after the 
trauma. 

The likelihood of significant psychiatric sequelae developing appeare to be 
dii-ectly proportional to the degree of trauma experienced. This can be gauged 
by such indicatore as proximity to the impact zone and the extent to which the 
disaster posed a direct threat to the child's life, caused physical injury, or 
resulted in a significant loss. Certain modifiable experiences that often follow 
a disaster may promote the pereistence of symptoms. These include the child 
or adolescent witnessing injury or death in othere, being discouraged from 
talking about the experience, or being separated from their parents or sig- 
nificant others. In the more comprehensive studies there is little evidence for 
an interactive effect with social demographic factore. 
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Pvnoos and Nader suggest some preventive interventions hat are models of 
howC^^ge about rTfactors can be applied practically. Childi^n and 
adrie^^teat greatest risk-those who suffered significant exposure and who 
:^e^pti:lt1^n^^^^ after the trauma-are readily identmabje an^ 
caB Iwreferred for psychological debriefing and/or other therapies that may be 
JSnbu^ble with Federal disaster relief funds. The ^^^l'^^.^'"?*^^^^^^^^ 
m nimized by not separating children from their parents or sibhng whenever 
^SCcJur^gin^hemtotalkabo^ 

5Z a^ SSiers so that they may avoid seeing dead or mutilated victims. 
Papers on Preventing Specific Disorders 

These four papers focus on specific disorders-conduct disorder, alcohol and 
othVr^guffide,andlearningdisorder-thathavebeencommonlya^^^^ 

for past preventive activities. 

Offoid's paper, "Conduct Disorder Risk Factors and Prevention," lists many 
risk factoiT including a family history of criminality; ethnic Btatuj: low 
autonomic rUctivity/arousal; haish parenting coup ed ^/th low levels of ch^^^ 
supervision; marital discord; large family size (especially for boys); a re mforcmg 
t^^up; and attending a school that provides inadequate supervision and 
d^ipline; has a high delinquency rate, and puts low emphasis on achievement. 

These factors are not all independent of each other; it is likely that there is a 
dose-response effect so that even if several factors are present for a child, 
JXc^rof^ne can be expected to produce some benefit. Among modifiabte 
risk factoiB, Offord lists improving school characteristics, providing adequate 
S^y SJe center for children with lax or harsh parents, a^^P'-^vidmg con- 
tinuous and secure care for foster children. There has been little research on 
the effectiveness of these interventions. 

Kumpfer-s paper, "Prevention of Alcohol and Drug Abuse: A Critical Review 
of Risk FactoJs and Prevention Strategies," provides a detailed guide to the 
literature (citing many internal papers and monographs that are not J^^ily 
available) in a field where there has already been a BU^tential body of ex- 
perience with preventive interventions. Risk factors for alcohol and other drug 
useare complex, differing for different substances, degrees of drug use, cohorte, 
ag6B^ and ethnic status. 

Kumpfer takes the view that the potential for abuse is not univer^l and that 
specific characteristics of alcohol and drug using adolescents have determined 
their vulnerability. These characteristics include being male alcoholics sons 
(whohaveaninefold increased ri8kofbecomingalcoholics);havingan associated 

antisocial personality disorder; havingapersonality characterized by low social 
bonding, a tolerance for deviance, a strong need for independence, and a lack of 
peer refusal skills; starting to smoke or drink at an early age; and holding 
orodi-ug attitudes. Envirenmentel risk factors include living in a family or 
community or attending a school that condones alcohol or drug use and consort- 
O with peers who use alcohol or other drugs. Much of the biological research 
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inJil^n'T ^^"".^ °" apparently greater tolemnce for alcohol and drum 
and on neurologi^l neurochemical, and neuropsychological different 

^hr^J u Kumpfer points out that advances in statistic^ 

techniques have improved our ability to test causal models. «^'«t>cal 

Hnni^f dnig prevention programs are common and operate on the assumo- 

Sll 't^. ^S:T^^ *° « - attitudes and ulZtety 

f kT' . r ^^'^ '"^^^ information provided relates closelv 

chiSrS tt"^ social WonLntaff^toX^rt 

cnange, such as the current social climate with lesoect to ciaarBfte 

However, high-risk youngsters often avoid didacti^^l fCu^H^^^^^ 

^St" fl hT^^IL""^ ? ^'^"^^ *° and^Z^^^^are?^^^^^ 
ttrdrencl'^'"""' inappropriately designed for'tfea^^^cultXf 

Another prevention model, characterized by increasing msiat^nn^ f« ™ 

EXm"nf"'"'r"«r^' -ngthe>s't ~a^p^trr^^^^ 
by Kumpfer, who concludes that evidence for its efficacy is flaw^ Althlu Jh^ 
may encourage low-risk teenagers to delay or even avoW SiS ^s eZfnn 

f h«^"r?®''^ "^'^^ parents of young children has shown 

byCntTreirn?^^^^^ CoU^gTrdt"ci:S 
Z^h^^il y ^ therapy may constitute a pnmaiy orevention 

idathWiSl"""*' Bacon'8 paper, 'Prevention bsues in Youth Suicide » 
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already aware of the content of the programs^ and there is some disturbing 
evidence suggesting that the programs may perturb a small group of children 
at risk. 

On the basis of known risk factors, this paper suggests that the most 
appropriate directions for suicide prevention .are to provide effective screening 
and treatment of teenage suicide attempters^ especially males and attempt 
repeaters; to limit vulnerable teenagers* access to firearms; to systematically 
and repeatedly educate news madia about the appropriate handling of suicide 
news; and to undertake further research into the biological characteristics of 
suicides and suicide attempters. 

Silver, Hagin, and Karlen's paper, '^Prevention of Learning Disorders/' 
reviews the educational backwardness that cannot be explained by gross 
psychosocial deficiencies or by low IQ. 

Extensive research has failed to identify any single risk factor, combination 
of risk factors, or aiea of psychological dysfunction that is predictably associated 
with educational failure. There is insufficient knowledge to develop a primary 
prevention program, and, like other authors, they suggest that the field is best 
served by the early identification of handicap through screening tests that cover 
a range of psychological functions (and which are therefore inappropriate as 
guides to prescriptive teaching) that empirically predict later reading delay. 

The authors provide a clear review of outcome studies on preventive inter* 
ventions and group them into enhancement programs, which provide a broad 
range of educational and supportive services to preschool children from disad- 
vantaged backgrounds; administrative manipulations to provide an extra year 
of education or to defer school entry to permit "maturation^'; and specific tutoring 
programs. The enhancement programs (Consortium for Longitudii^al Studies 
and the Abecedarian and Brookline projects) have found an identifiable effect 
on attainment for the first 3 to 4 years of school, but this effect does not persist. 
However, the programs do seem to confer other substantial benefits many years 
later, including h igher self-esteem, better employment prospects, lower dropout 
and arrest rates, and much-reduced likelihood of entering special education 
class. The reason for the apparent discrepancy between a temporary education- 
al effect and a more enduring social benefit is not clear. One possibility is that 
early enhancement reduces the student's chances of being assigned to a special 
education program and that the social benefits reflect a sparing from the 
negative effect of such programs. The authors report no benefits for deferring 
school entry to allow maturation. Finally, little research has been done to 
investigate the effect of prescriptive reading programs, and the authors conclude 
that there io no good substitute for an increase in quality instructional time. 
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Recommendations 

These papers provided the American Academy of Child and Adolescent 
Psychiatry with a basis for an extensive set of recomr^endations. In preparing 
these we have heeded Price and Lorion^s caution that an organization must be 
ready to participate in a preventive intervention. That argument applies as 
much to mental health professionals^ whether they are child or general 
psychiatrists or psychologists, as to any other organizational entity. The 
Academy has therefore chosen an array of interventions that, whileservingsolid 
prevention goals, are generally feasible and use available skills that can be 
delivered in a familiar context. 

These recommendations can be summarized in terms of the following educa- 
tional efforts: 

1. Providing information to specialized parent groups, such as parents with 
a psychiatric illness; the spouses ot prisoners with children; parents of 
alcohol and other drug users; parents of chronically ill children; and 
parents of mentally retarded children. 

2. Providing information to the general public on such topics as — 

• How to access child mental health systems; 

• Role of mental illness in teenage suicide; 

• Magnitude of the problem of conduct disoider; 

• Who is at risk for conduct disorder; 

• Benefits of early referral for aggressive and disobedient behavior; 

• Value of parental involvement as a preventive measure in conduct 
disorder; 

• Who is at risk after psychic trauma; 

• Value of psychological interventions after psychic trauma; 

• Risk of mental health problems in children with head injury and 
epilepsy; 

• Associated mental illness with alcohol and drug use and how that can 
be helped; and 

• Dangers of firearms in homes with teenagers at risk. 
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3. Influencing activities by other professional or administrative groups^ such 
as— 

• Accreditation/regulatory bodies to ensure inclusion of knowledge 
about risk factors and preventive interventions in professional cur- 
ricula and examinations; 

• Disaster services to prepare psychological preventive interventions; 

^ Reimbursement agencies to advocate reimbursement for preventive 
work; 

• Pediatric organizations to educate pediatricians about risk factors 
among certain groups of the chronically physically ill (specifically the 
neurologically impaired child); 

• Foster care agencies, local health departments, and prison health care 
facilities to develop screening procedures to identify young children 
with conduct disorder; and 

• Education boards to develop anticipatory suicide postvention ac- 
tivities and peer modification programs for conduct disorder and to 
identify, early, young school absentees and risk factors in physically 
handicapped children. 

4. Promoti.ig initiatives among local groups of mental health professionals. 
These initiatives would include introducing early detection programs to 
serve children of psychiatrically ill parents, children with chronic physical 
illness, yoang truants, learning- disabled children, and children in foster 
care; and enhancing linkages/networks with (a) adult psychiatrists treat- 
ing psychiatrically ill parents, (b) pediatricians serving emergency rooms 
to develop screening and management services for suicidal teens, and 
(c) those who care for chronically ill children, to identify those with 
psychiatric symptoms. 

5. Modifying tmining programs for child and adolescent psychiatrists in 
training (child fellows). This would include— 

• Advocating a special public/preventive/community child psychiatry 
track; 

• Encouraging cL ild fellows to participate in community activities; 

• Ensuring that seminars are held on prevention theory and practice, 
risk factors, and interventions; 

• Providing training in suicide postvention techniques, school consul- 
tation skills, and the techniques of psychotherapy for victims of 
psychic trauma; 
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• Teaching parent training techniques for families of young, aggressive 
children; and 

• Promoting child psychiatric trainee attendance at high-risk clinics 
that follow up brain damaged children. 

6. Providing poetgraduat^e training for child and adolescent psychiatrists, 
including special workshops and institutes on risk factors and preventive 
interventions, how to give workshops to parents, how to make media 
presentations after a suicide outbreak or a disaster situation, and how to 
set up screening programs to detect children at risk. 

7. Providing postgraduate training for pediatricians, focusing on the 
psychological tkha for children with chronic physical illness and how to 
improve the care and assessment of suicide attempters in emergency 
rooms. 

8. Providing postgraduate training for general psychiatrists, including how 
to identify and manage or refer children of psychiatrically ill parents, 
children of suicidal parents, and children of alcohol and drug abusing 
parents. 

9. Research advocacy, specifically promoting longitudinal, ^^idemiologically 
baaed research of risk factors, case control, and population*based studies 
among patient groups; research of causal mechanisms, intervention, and 
screening strategies; and support for demonstration projects. 

Finally, the Academy itself will undertake a number of projects including 
publishing materials suitable for parents of children at risk; promoting 
academic meetings about risk factors and preventive interventions; launching 
appropriate public service advertisements; and encouraging collaborative work- 
ing with parent/patient advocacy groups. 

Conclusions 

Project Prevention offers an encyclopedic array of facts, references, and 
valuable insights. In reviewing the papers, certain important themes recur: 

1. There is little support for a universal vulnerability model (except perhaps 
for PTSD following exposure to extreme trauma). As Kumpfer states in 
her chapter on alcohol and drug abuse, "An underlying assumption ... is 
that youth do not develop disabling addictive disorders without prior 
behavioral, emotional, or cognitive precursors/' 

2. It follows logically that most authors favor using a high-risk strategy, 
rather than programs addressed to all individuals. This is partly because 
of the low efficiency of universal approaches (a compound of their gener- 
ally low power and their wasteful distribution on children who do not need 
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North American Indians 
alcohol and drug use, 317 
conduct disorder application, 277 
suicide rates, 382 

North Karelia Project, 346 
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Onset (continued) 

pathogen identification^ 63 

prevention categorieR applications, 63-65 

provention issue, 63 
Ontario Child Health, Study (OCHS) 

oonduct disorder application, 275-76, 
277, 278, 283, 284,288 
Ontftrio Child Healdi Study, 195 
Opioids 

effect on fetuB, 166 
Organizational focusing 

defining goals. Ill 

forming goals and objectives, 11344 

prevention program objective example, 
113 

problem statement. 112-13 
problem workup example, 112 
proximal and distal outcomes, ill 
Organizatiotml readiness 
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assessing, (examples, 104-5 
attitudes, beliefs, and practices of st^lT, 
104 

awareness and acceptance of pro .»iom, 
103 

lyAunno model, 103 

exi3ting structures and services, 104 

support firom environu-ient, 103 
Organizational einvention 

process description andovor\dew, 97-99 
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entrepreneurial, 102 

to external relationships, 101 

goal, 101 

participative, 102 
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Prevention 
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definition, 37 

prevention implications; 37 
typologjs 37 
Pgu'adigrms, prevention 
bonding example, 131-32 
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noninfectious diseases example, 132 
vaccine model limitations, 131 
Worid Health Organization smallpox 
vaccina example, 130*31 
Parasuicide, 375 

Parental mental illness, individual 
responses 

competence qualities, 173 

gendor of child, i 73-74 

protective facU^rs, 174-75 

resilience and vulnerability, 172 

temperamental factors, 174 
Parental psychiatric disorder 

eariy childhood development, impact on, 
38 

enviix/nmental mechanisms, 165-72 
genetic mechanisms, 158-65 
individual differences; in response, 
172-75 

risk of exposure to symptoms, 167 
statistical considerations, 157-58 
summary, 447-48 
Parenting 
conduct disorder application, 282 
impaired, as risk factor, 1G9-70 
skills improvement, conduct disorder 

application, 2&4 
Pathogenesis, transactional per jpective, 
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Patterson, G. R. 
aggression and faulty discipline, 328 
alcohol and drug use by parents, 326 
antisocial behavior model, 30-31 

Paykel,E.S. 
suicidal ideation study, 377 

Peer groups 
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323-24 

conduct disorder application, 284, 286 
mariju ma U3«, effect on, 324 
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relationships, 233 
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Peilagraincidenoe, prevention application. 
125-26 

Perry Preechool Project, 86, 294 
Personality 
alcohol and drug abuse role 

attitudes and values, 327 

basic traits, 327 

stressors and coping responses, 327-28 
conduct disorder risk factor 

hyperactivity overlap, 280 

predicting, from infiancy, 279 

research problem i, 279, 280 
Pertussis vaccine, side effects of 

prevention program, 134 
Phillips, D. 

imitation and suicide study, 384 
PHS. See Public Health Service 
Physical environment, conduct disorder 

application, 286-86 
Physical risk mechanism, 169 
Piers/Harris Self-Concept measure, 196 
Pless, 1. B. 

psychosocisl dysftinction and disease 

severity relationship, 211 
research on emotional correlates and 

consequences of birth defects, 194-204 
stress model, 206 
Plomin, R. 
Colorado Adoption Study, 163 

Pneumovaac, cost-benefit analyms, 128 
Policymaking 

academics' attitude, 137-88 
alcohol and drug abuse, funding 
commitment, 347 

availability of health aare for the poor. 
139-40 ^ ' 

day care isfsue, 140-41 
in a democracy, 137 
Kemer Commission conclusions, 142 
pluralism of American society, 136-37 
politicians' attitude, 137-38 
preconceptual and prenatal care 
controversy, 139 

preventing educational failure, 138-39 
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138 

summary, 446-47 

tax policy applications, 140 

welfSatfe policies, 141 

Poliomyelitis 

historical perspective, 1 

Sister Kenny's work, 1 

Politicians' attitude to policymakinje. 
137-38 ^ 

Population density, alcohol and drug 
abuse, 319 

Postdisaster morbidity 

coping responses, 234-36 

couxse of, 229 

Posttraumatic stress disorder (PTSD). 
226-29 

Precipitants, suicide, 383 
Preconceptual and prenatal caro 

controvepiy in poliqonaking, 139 
Predictive Screening Index, 419 
Pregnancy complications 
effect on fetus, 166*-67 

Presubstance abuse syndrome, major 
risks, 322 

Preventing specific disorders papers, 

summary, 449-61 
Prevention, conduct disorder 

oommuni^rwide programs, 296-96 

high-risk programs, 294-96 

identifying risk factors, 289, 291-1^ 

milestone programs, 294 

overview, 296-97 

fypes, defmitions, 290 
Prevention categories 

distinctions between, 24 

overlapping, 64 

priirary, 24, 60-61, 63-85, 373, 379-80. 
888-94 

aecondaiy, 24, 60, 63-66, 373, 380, 
394-403 

summary, 444-45 

tertiary, 24, 69^0, 374, 394-403 

Prevention oerspectives 

int^atingintei-ventions, 14-16 
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family-focused, 341-44 
health promotion, 344-46 
multicomponent, 344 
nchool-basedi 333 
before-and-after comparisons, 387-88 
conduct disorder 
communitywide programs, 296-96 
high-rif \ programs, 294-95 
milestone programs, 294 
modifiable variables, 291-88 
early intervention, 26-27 
evaluating, 387 
goal, 26 

health care providers role, 349 
hi^-riak child demonstration programs, 
332 

labeling concern, 332 
learning disorders 
communication skills focus, 433-34 
cost-effectiveness study, 433-34 
design rationale, 433 
direct teaching of skills, 436 
quality of implementation, 434-36 
sequencing and timing of educational 
activities, 434 
multidisciplinary approach, 13 
recommended directions, alcohol and 

drug abuse, 348-49 
suicide 

general psychiatric care, 388-89 
restricting access to methods, 389-90 
school-based, 390-94 
television application, 394-96 
Prevention research 
planning, 73 
process, stages, 9U 
Preventive applications, definition, 77 
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Minuchin's famfiy therapy model, 
207-8 

piwentive model, 204 
recommendations, 208-9 
stress model, 206 

therapist expertise consideration, 208 
disastM* strategies, 236-41 
focus, 64 

general strategies, 41-47 
implementation 
as continuous process, 106 
critical resources, 101 
environmental scanning and initial 

Unkages, 106-8 
fodlitating factors, 114-16 
fidriity versus adaptation, 116-18 
monitoring, 118-20 
organisational focusing, 111-14 
organixational readiness, 103-6 
role attributes of innovator, 100-2 
soft technology, 100 
steps, 100 
summary, 446 

team enterprise characteristic, 105 

issues, 1-2 
outcomes, 69-66 

parental psychiatric disorder, risk fector, 
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recipients, selection 
base rate, 66 
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Preventive intervention (continued) 
iatrogenic effects, 66-67 
Kreening procedures, 74-75 
Bucceesflil programs, summaiy, 446 
■ununaiy of strategies, 445 
timing 
fiinctions, description, 76 
transactional model, 76 
Preventive model 

chronic illness apphcation, 204 
Plfeventive trials 

conduct requirements, 78 
definition, 58 
demands ^settings, 77 
focus, 77 

marker point questions, 79 
maturational factors, 78 
positive response, 79 
Price, RH. 

prevention-research process, 99 
Primaiy prevention 
definition, 24 
onset issue, 61, 63 
prevalence reduction, 61 
auicide, 373, 379, 888-94 

Problem perspectives, alcohol and druir 
abuse, 7-10 

Problem-solving training 

conduct disorder application, 288-89, 294 
Problem statement 

elementB, 112 

workup example, U2 
Process studies 

definition, 79 
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79-81 * 
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documentation of procedures, 80 

optimal combination, 80-81 

random assignment, 80 
Program monitoring 

data sources, 119 

datatypes, 118 

imnlo^entation principles, 119-20 
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Project Smart, 338 

Proof, concept of 
importance to prevention research, 89 
pretest and posttest studies, limitations, 

transactional model, 89-90 
Proximal outcome 
definition, 66 

organizational focusing application. 111 

risk level application, 66 
Psychiatric disorder 

historical view, 443 
Psychiatric Evaluation Form, 235 
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posttraumatic stress disorder, 227-29 
school absence example, 229 
separation anxiety, 228 
Psychiatric research, public policy 
Alcohol, Drug Abuse, and Mental Health 
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Psychiatric Screening Inventory of 
Langner, 211 
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414-15 ' 
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P(iychoeocial dysfunction, chronic illness 
riskfoctors 

biological, 210-16 

demographic, 210 

eavironmental, 215-16 

prevention problems, 209 

Rutter study, 209 

summary table, 210 
Psychosocial environmental risk factors, 
alcohol and drug abuse 

community environment, 322-23 

fiimily, 324-26 

personality and behavior, 327-28 
{prevention model, 319-22 
school and peers, 323-24 
Psychosocial risk foctors, conduct disorder 
community and socioeconomic, 284-88 
fcmuly, 282-84 
' PTSD. See Posttraumatic stress disorder 
Public health 
goal of prevention, 12 
prevention needs, 12 
preventive intervention categories, 69-62 
risk factors, key questions, 12-13 
selected interventions, 68 
Public Health Service (PHS) Model of 
Prevention 
agent/environment and agent/host risk 

fectors, 319-21 
approaches to alcoholism and drug 

abuse, 333-46 
environment/host risk factors. 321-22 
Public policy. See also Poradig ns, preven- 
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research, public policy 
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167-68 



Race 

alcohol aod drug abuse role, 318-17 
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suicide rates. 382 
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maturational lag, 416-18 
neuropr^^ological patterns, 416 
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Amotions, 418 
predictive tests, 419, 420 
sensory-perceptual fSactors, predictive 
value, 417 
Redefinition 
handici4>ped children application, 44-46 
strategy definition, 46 
temperamental problems application, 46 
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adolescent parents application, 46-47 

definition, 46 
Regional differences, alcohol and drug 

abuse, 318-19 
Regulatory processes 
and cultural code, 39, 40 
and family code, 40-41 
{Unctions, 39 

transactional model, 42-43 
Regulatory systems 
cultural code, 33, 34 
environtype, 32, 33 
fomily code, 36-38 
genetic, 31-32 
individual code, 38 
prevention implications, 41 
preventive intervention strategies, 41-47 
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definition, 43 
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^th control*, 196, 196-900 
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•pecificity of riak factora, 318 
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RMilient children, 286 
3e«)urce sensitivity, i02 
'^-correlated attrition, 86 
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Psychological autopsy, 380 
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abuse; Conduct disorder, Diaaster, 
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school-based suicide prevention 
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parental symptoms, risk of exposure to, 
167-68 

prevention myths, 23 

peychoflodal dysfunction study, 209 
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cognitive programs, 333-36 
association of early problems and alcohol, 

drug and mental disorders, 14-16 
conduct disorder application, 286 
conduct disorder prevention, 296-96 
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prevalence reduction, 60 

suicide, 373, 380, 394-403 
Secular trends, suicide, 377, 382 
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school-based suicide prevention 

program, 392-94 
television programs targeted at youth 

suicide, 396 



PREVENTION OF MENTAL DISORDERS 



Shore, J. 
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drug use, attempts to control, example. 
134 

pertussis vaccine example, 134 
rubella example, 133-34 
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hotline service in Cleveland, 399 
Suicidal behavior 

classifications, 375 
Suicide 

age and method differences, ? 76-77 
attempts and deaths, similarities, 378-79 
biological riskfactore, 403-4 
early signs, sensitivity of, 374 
early warning signs, 374, 391 
family history, 385 

gender and method difTerenoes, 375-76 
Hawton and Goldacre survey, 376 
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treating attempters, 399-403 
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